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SOME IMPORTANT FACTORS OF POSTOPERATIVE 
TREATMENT™* 


FREDERICK A. COLLER, M.D. 


Professor of Surgery, University of Michigan 
ANN ARBOR, MICHIGAN 


The object of all postoperative treatment is to restore the patient to normal as quickly 
as possible. The kind and extent of this postoperative treatment will vary with the excel- 
lence of the preparation for operation, the region operated upon, and the manner in which 
the operation is performed. In general there are three basic things necessary for the pa- 
tient in that immediate period after operation, when the normal physiological processes 
are disturbed,—water, food and rest. 

Water is the principal constituent of the body, composing about 70 per cent of the body 
weight, and is essential to the life and activ- 
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by the surgeon. To care for these water 
needs intelligently requires a knowledge of 
water metabolism and of the water losses 
and gains of the patient under all circum- 
stances connected with disease. Water is 
especially concerned with the excretion of 
waste products through the kidneys and the 
dissipation of heat through the skin. In 
health the body holds a fixed amount of 
water and excretes whatever water is exces- 
sive. The study of water balance necessi- 
tates the determination and calculation of 
the four sources of water to the body and 
the three sources of excretion of water 
from it. | 

The intake in health is through the water 
of the food, the water drunk, the water of 
oxidation, and the preformed water. The 
amount of water in ordinary solid food is 
high. The house diet in the University 
Hospital yields about 1,000 c.c. a day and 
the food of the soft diet has a water content 
of about 500 c.c. a day. This source is a 
real but varying percentage of the total 
water intake. 

The average daily intake of fluid drunk 
varies greatly from day to day with many 
factors. For general consideration one may 
take about 2,000 c.c. as the average adult 
intake. 

Water is formed by the oxidation of the 
hydrogen of the foodstuff in proportion to 
the amount of these materials consumed. 
The total amount is proportional to the total 
metabolism and is about 300 grams for per- 
sons at light activity. 

The preformed water is the body water 
that is attached to the tissues in the normal 
manner and is set free when tissue is Oxi- 
dized. This amount is usually so small as 
to have no important bearing on the total 
water balance but in starvation may reach 
a loss of about 250 grams a day. 

Water is lost in the urine, in the feces and 
through the skin and lungs. 

In general the amount of urine voided 
varies from 800 to 3,000 c.c. daily. The 
water loss in the feces of normal man is 
usually not more than 200 c.c., varying ordi- 
narily between 60 and 150 c.c. daily. There 
is a continuous insensible loss of water from 
the lungs and skin that is always a large 
amount and may be the greatest increment 
even under normal conditions. Studies of 
this insensible loss at normal activity show 
this daily loss to average from 1,000 to 
1,550 c.c. To this insensible loss a consid- 
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erable amount may be added by the run- 
ning away of sweat. 

It has long been realized that it is essential 
to the well being of the patient to maintain 
the water needs and to prevent dehydration. 
In order to do this accurately and intelli- 
gently the water losses attendant upon dis- 
ease and surgical procedures must be known. 
Studies were made to determine the total 
fluids lost by patients during operation and 
in the four hour recovery period following 
operation. The method used has been de- 
scribed in a previous article’ but consisted, 
in short, of weighing the patient before and 
after these periods with the addition and 
subtraction of known gains or losses. It 
was found that the total fluid lost during the 
operation varied with the kind of operation, 
the length of the operation, and with a num- 
ber of less important factors of room tem- 
perature, anesthesia, amount of covering 
and the condition of the patient. The fluid 
lost was by vomiting, by bleeding and in- 
sensibly through the skin and lungs. The 
amount lost by vomiting at this time usually 
is negligible unless there is a reverse peri- 
stalsis associated with some form of intes- 
tinal obstruction. The loss of blood is also 
usually not of any great importance but is 
almost invariably greater in amount than is 
believed by the operator. In operations in- 
volving large. dissections there may be a con- 
siderable and important amount lost through 
continuous oozing from small veins that are 
disregarded as unimportant. In one notable 
case, that of a breast amputation, the blood 
loss was more than a liter. This factor of 
fluid loss must be kept in mind in certain 
cases and can be roughly estimated by one 
with experience. Any blood loss above 700 
c.c. may be reflected immediately adversely 
in the patient’s condition. The water lost 
insensibly was small in amount for opera- 
tions of short duration such as appendec- 
tomy or herniorrhaphy, averaging between 
100 and 200 grams. For operations of 
moderate severity such as uncomplicated 
cholecystectomy or hysterectomy the total 
fluid loss during the operation will average 
about 500 grams and in prolonged opera- 
tions may reach from 2,000 to 3,000 c.c. 

The water lost during the recovery period 
was also an appreciable amount and was by 
vomiting, insensibly through the skin and 
lungs, and by sweating. Two groups were 
studied, one placed in the usual ether bed 
with its heavy blankets and hot water bot- 
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tles, and a second allowed to recover in a 
bed with a covering of a sheet and blanket. © 
The water loss through the skin and lungs 
by the patients in the old ether bed was — 
from 500 to 850 c.c., while the water loss 
of the second group with lighter covering 
was much smaller, from 100 to 200 c.c. dur- 
ing the four-hour period of study. In gen- 
eral it was found that the fluid lost during 
this entire period of operation and recovery 
by a patient on whom a laparotomy had been 
performed averaged about one liter, the 
principal loss occurring through the skin 
and lungs. 

It must be emphasized that the body will 
utilize water to remove heat by evaporation 
from the skin in its attempt to maintain the 
body at its constant normal temperature at 
the expense of water-excreting solids through 
the kidnevs. The much greater amount of 
fluid lost by avenues other than the kidneys 
makes it clear that the commonly accepted 
clinical method of estimating the water bal- 
ance by a comparison of the fluid intake 
with the urinary output is so inaccurate as 
to be worthless to the patient for whom 
an accurate maintenance of water balance is 
necessary. 


Since in round figures one liter is lost dur- 
ing the operation and the four-hour recov- 
ery period, and since we know that there 
will be a further loss through the skin and 
lungs during the remainder of the twenty- 
four hours of at least another liter of in- 
sensible loss, we have a definite loss of at 
least two liters of fluid in the first twenty- 
four hours suffered by the patient through 
the skin, lungs and sweat. This factor has 
seldom been taken into account and if it is 
added to other known and measureable fac- 
tors of water loss, it will enable us to give 
water to our surgical patients with a greater 
accuracy. The water loss through the skin, 
lungs and by sweat will of course continue 
day by day and it is a safe rule to continue 
the use of this two liter factor as long as the 
patient is unable to care for his own water 
needs. 


The only element influencing this kind of 
fluid loss over which we have control is the 
make-up of the ether bed. The heavy 
blankets used in most hospitals to cover the 
patient while recovering from the anesthetic 
and operation are presumably utilized with 
the idea of combating shock or pneumonia. 
It is conceivable that they may play a part 
in treating the first, but certainly our present 
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ideas as to the etiology of postoperative pul- 
monary complications do not warrant a con- 
tinuation of the use of this sweat bed and 
I believe its use should be relegated to the 
past along with all of the other once popular 
dehydrating measures such as purges, and 
deprivation of food and water. It is much 
easier to save body fluids than to replace 
them and infinitely more comfortable and 
safer for the patient. 

Water lost through the skin and lungs 
contains negligible amounts of inorganic 
salts and, in the amounts of water lost by 
these patients, does not represent an impor- 
tant salt loss, therefore normal 5 per cent 
glucose solution can be used to replace this 
component of the body fluid loss. 


Other very important fluid losses may be 
sustained by the surgical patient from the 
gastrointestinal tract, by vomiting, diarrhea 
or through intestinal fistula. All such losses 
can be measured or closely estimated so that 
the total fluid loss can be computed in order 
that it may be accurately replaced. Fluid 
lost in this manner carries with it sodium 
and chloride radicals that require replace- 
ment, and salt solution must be given 
through some channel to counterbalance 
this loss. The total amount of fluids to be 
given each day to the surgical patient can 
easily be computed. There is constant loss 
of at least two liters a day from the lungs 
and skin to which must be added any losses 
from the gastrointestinal tract. Any fluid 
given above this amount will go to the kid- 
neys. The patient with normal kidneys 
should excrete in the neighborhood of 1,500 
c.c. of water daily in order to carry off 
normal body waste, therefore this amount of 
fluid should be given over and above the 
losses already mentioned. If the kidneys 
are diseased and have lost their concentrat- 
ing power, fluids much in excess of 1,500 
c.c. may be required to carry on excretion 
properly. 

The type of fluid given to the patient is of 
importance and can be determined from the 
study of the type of fluids lost. Without 
going into the minutiz of the chemical 
changes, it can be stated that two changes 
in the chemistry of the body must be antici- 
pated, that is acidosis and alkalosis. In the 
surgical patient the change called acidosis 
is due to the presence of the ketogenic acids 
that lower the alkali reserve, and more ac- 
curately perhaps it should be called keto- 
nosis. It is our rule to examine every 
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specimen of urine during the first forty- 
eight hours after operation for the presence 
of these bodies; if they are present, the ad- 
ministration of glucose is indicated. In any 
patient losing large amounts of fluid from 
the gastrointestinal tract with its attendant 
loss of chlorides, one must be on the alert to 
detect alkalosis. Its extent can be estimated 
by determining the carbon dioxide combin- 


ing power, or suspected by finding the urine - 


alkaline, and by determining the blood or 
urinarv chlorides. Its treatment consists in 
giving chlorides in some form. If blood 
has been a major fluid loss, a transfusion 
should be given. Glucose should not be 
given to the dehydrated patient in hyper- 
tonic concentrations since it will abstract 
fluid rather than restore it. Woodyatt? has 
shown that the glucose can be oxidized in 
the blood stream in the value of .85 gram 
per kilogram of body weight per hour with- 
out causing glycosuria. There is no utility 
in giving it faster than this unless it is felt 
that large amounts of fluids are needed in a 
short time. I have not seen any evidence 
that fluids given in the amounts customarily 
administered to surgical patients have any 
harmful effect on the cardiovascular system. 
I do not believe that acute cardiac dilatation 
or water intoxication is a possibility by giv- 
ing of the necessary fluids to surgical pa- 
tients. It would seem, however, that since 
all methods of giving fluids except by mouth 
are uncomfortable for the patient, it would 
be wise to attempt to compute the fluid needs 
with as great accuracy as possible. The 
method of administering the fluid will of 
course vary with the condition of the patient 
and the type of lesion. Whenever possible, 
fluids should be given by mouth and when- 
ever fluids are of necessity given by other 
methods, all efforts must be directed to an 
early return to the normal manner of taking 
fluids when the patient can maintain his 
water balance with his thirst and a pitcher 
of water. 

It is desirable to get the patient on a diet 
of solid food as soon as the lesion and type 
of operation will permit. Solid food has a 
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tonic effect on the gastrointestinal tract and 
helps materially to restore the normal gra- 
dient. Ordinarily for the first day or two 
after operation, a liquid diet is desired by 
the patient but solids can be added as the 
patient’s appetite returns. Patients passing 
through a long convalescence, especially 
those with septic conditions, must be fed 
with special attention to their caloric needs. 

Every patient who has had a major 
operation is entitled to all the comfort we 
can give him for the first two postoperative 
days. Pain should be abolished by the use 
of opiates given hypodermically during this 
period. I am impressed by the fact that 
many patients are allowed to suffer if they 
do not respond to the surgeon’s customary 
dose of his favorite drug. The opiate 
should be used until comfort is attained. 
After this time, continuing pain and discom- 
fort should be carefully investigated as they 
may be due to a complication that requires 
other treatment than given. We _ give 
opiates altogether too frequently for discom- 
fort due to a constrained position, a too 
tight bandage, or a wrinkled sheet that can 
be readily corrected by a little personal at- 
tention. Mild sedatives will usually give 
comfortable nights after the first two days 
and one should plan on giving them in the 
late afternoon rather than waiting until half 
the long night has passed. We often lose 
sight of the value of sleep to the very sick 
patient and in our zeal to help him by active 
treatment we often deprive him of the rest 
that is so essential to his recovery. Every 
system of the body is liable to be involved 
in complications during the trying period be- 
tween operation and recovery, but every sur- 
gical patient will benefit by careful attention 
paid to the basic demands for food, fluid, 
and rest. 
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SOME MODERN EXTENSIONS OF BEAUMONT’S STUDIES ON 
ALEXIS ST. MARTIN* 


II. IMPORTANT RELATIONS OF DIGESTION AND HEALTH 


DR. W. B. CANNON 
GEORGE HIGGINSON, Professor of Physiology, Harvard Medical School 
BOSTON, MASSACHUSETTS 


The ancient physicians regarded the heart, the lungs and the brain as the tripod of 
life, for if any one of these organs fails the vital activities must necessarily fail. It 
has seemed to me that a proper extension of this idea would make the basis on which 
the tripod rests the normal functioning of the digestive tract. By means of the digestive 
processes the energy-yielding material, which is absolutely essential for the functioning 
of the body, is made serviceable, and when they fail or are deficient in their services all of 
the rest of the organism is involved. The digestive organs, however, do not constitute an 


isolated system but are one of a group of 
related systems. They serve the other sys- 
tems and are in turn served by them. Thus 
it is true that not only do the digestive or- 
gans suffer when the body suffers but the 
body suffers in turn when they are dis- 
ordered. 

The most important of the relations of 
the digestive tract to other systems of the 
body is, I think you will admit, the relation 
to the central nervous system. Through 
the nerve connections between the gastro- 
intestinal canal and the spinal cord and 
brain, conditions highly favorable or un- 
favorable to proper digestion may arise. 
These connections are provided in the so- 
called ‘autonomic nervous system.” In or- 
der that we may understand clearly its in- 
fluence on the functions of the digestive or- 
gans, it will be well, perhaps, to review 
briefly some of its characteristics. 

As many of you know, the autonomic dif- 
fers from the cerebrospinal nervous system 
in being described solely in its outgoing 
pathways. It innervates striated cardiac 
muscle, to be sure, but more typically it in- 
nervates smooth muscle and glands. It sup- 
plies the walls of blood vessels, the bladder, 
the uterus, the stomach and intestines, the 
liver, pancreas and salivary glands, the 
bronchioles—in short, the viscera and vas- 
cular and respiratory channels. 

Another important feature in the organt- 
zation of the autonomic system is the pres- 
ence in the outgoing pathway of at least one 
neurone, outside the central nervous axis, 
that is interposed between the neurones of 
the central axis and the innervated struc- 
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ture. Further, the cerebrospinal nerves 
reaching forth to these outlying neurones 
are divisible into three groups: the cranial 
and the sacral, arising, as indicated by the 
terms, from the brain and from the sacral 
portion of the spinal cord; and the thoraco- 
lumbar, arising from the spinal cord be- 
tween the brachial and sacral enlargements. 
The last is the sympathetic division, or the 
true “sympathetic system,” as distinguished 
from the cranial and the sacral, or parasym- 
pathetic, divisions. In the sympathetic di- 
vision the cerebrospinal nerves (the white 
rami) pass out on either side of the spinal 
column to a chain of ganglia, extending 
from the superior cervical ganglion high in 
the neck to fused ganglia in the pelvis. 
These ganglia are the seat of the cell bodies 
of the outlying neurones of this division. 
The fibers passing out from the ganglia to 
smooth muscle and glands are called “post- 
ganglionic fibers.” They are widely dis- 
tributed all over the body, to arterioles, to 
sweat glands, to hair muscles, to the genito- 
urinary tract, and to all parts of the alimen- 
tary canal and its glandular accessories. 
The fibers of the white rami, connecting 
the central nervous axis with the sympa- 
thetic ganglia, are designated “preganglion- 
ic fibers.” A peculiar feature of the ar- 
rangement of these fibers is that they not 
only reach to the nearest ganglion from 
their source, but pass through that one to 
neighboring ganglia up and down the chain, 
giving off collateral branches in each one. 
This arrangement of the preganglionic 
fibers results in an interlacing of their dis- 
tribution. In any ganglia there may be ax- 
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ones from four or five different segments 
of the spinal cord; or, to put it differently, 
axones from any segment of the cord may 
pass through four or five different ganglia 
of the sympathetic chain, connecting the 
- ganglia with one another and at the same 
time distributing to outlying neurones in 
each one. This mode of organization has 
two effects; it greatly increases the range of 
distribution of impulses coming out along 
any single fiber, and it also provides for dif- 
fuse distribution of impulses throughout the 
organism. 

Associated with the sympathetic system is 
the adrenal medulla which is innervated by 
nerves from that system. When the sym- 
pathetic division is stimuluated, in great ex- 
citement, for example, there is a discharge 
of adrenin from the adrenal medulla into 
the blood stream. The circulating blood 
gives adrenin a diffuse distribution. Since 
this chemical agent has almost everywhere 
in the body the same effects as sympathetic 
impulses, it is clear that the arrangement of 
the sympathetic neurones for diffuse activ- 
ity is supported by the diffuse distribution 
of adrenin. We may speak, therefore, of a 
sympathico-adrenal cooperation, with an ac- 
tivity diffusely effective. 

A distinguishing feature of the sacral and 
cranial divisions of the autonomic system is 
that the preganglionic fibers of their outflow 
pass directly to the neighborhood of the or- 
gans innervated, or into them, and there- 
fore have a distinct and discriminating 
rather than a diffuse influence. Thus the 
third cranial nerve reaches to the eye, the 
chorda tympani to the submaxillary gland, 
the vagus to the heart and the stomach, be- 
fore finding a relay in the outlying neurone. 
It is usually true also that when represen- 
tatives of either the cranial or sacral divi- 
sion meet in any organ the representatives 
of the sympathetic division, they are op- 
posed in action. Thus the sympathetic im- 
pulses accelerate the heart, and the vagal 
impulses (from cranial sources) check or 
inhibit the heart. Exceptions to this general 
rule we shall note later. 

As we continue our discussion we shall 
have repeated occasion to refer back to the 
role of the autonomic system in the regula- 
tion of the functions of the digestive organs, 
for these functions, as we all know, are 
carried on by smooth muscle and glands. 

It must not be supposed that the extrinsic 
nerves connecting the alimentary tract with 


DIGESTION AND HEALTH—CANNON 





Jour. M.S.M.S. 


the central nervous system are essential for 
its functions. Just as the heart will continue 
its services as a pump and keep the circula- 
tion going although both of its external 
nervous connections, sympathetic and vagal, 
have been severed, so likewise the alimen- 
tary tract is capable of carrying on its activ- 
ities without external nervous control. 
Many years ago Hofmeister and Schutz 
wrote a rather elaborate paper on the move- 
ments of the stomach, excised, removed 
from the body, and observed in a moist 
chamber. The peristaltic waves went on in 
a quite normal fashion. Similarly, in 1906, 
I reported X-ray observations on the func- 
tioning of the gastro-intestinal canal after 
the vagus nerves and splanchnic branches of 
the sympathetic division had been severed, so 
that the stomach and small intestine were 
deprived of any extrinsic control. If, then, 
the digestive organs are capable of carrying 
on their functions in the absence of nervous 
government, the question arises as to the 
utility of these nerves. I hope to present 
evidence to you in this and the next lecture 
that the role of the extrinsic nerves, insofar 
as the motor activities of the tract are con- 
cerned, is that of affecting the “tone” of the 
smooth muscle of its walls. The word 
“tone,” or “tonus,” or “tonicity” is one that 
is rather loosely employed both by practicing 
physicians and professional physiologists. 
We should understand definitely what we 
mean when we employ it. 

It seems to me that the word “tone”’ sig- 
nifies, at least in its unqualified, physiologi- 
cal use, a persistent moderate degree of ac- 
tivity. Thus we speak of vasomotor tone or 
vascular tone as a continuous control over 
the blood vessels, of such degree that it can 
be varied in either direction—the tone can 
be increased by stimulating a pressor nerve 
or can be reduced by stimulating the depres- 
sor nerve. Likewise, we speak of the vagus 
nerve as exercising a tonic control over the 
beat of the heart, keeping the rate steadily, 
unless disturbed, at an intermediate level 
between great rapidity and extreme slow- 
ness. By increasing the vagal tone the heart 
is made to beat more slowly; by decreasing 
the vagal tone it is made to beat more rap- 
idly. When this idea is applied to the con- 
trol of skeletal muscle it becomes somewhat 
more precise. We understand by the tone of 
skeletal muscle the continuous moderate 
tension in which it is held so long as it has 
its proper nerve supply. This tension makes 








ite 
as 
eS 








AprIL, 1933 


the difference between the “feel” of a mus- 
cle which is normally innervated and one 
that has lost its nerve connections, or the 
difference between the feel of the muscles 
in the living and in the dead body. But the 
word “tone” may be extended still further 
and may be applied to the body as a whole. 
Thus we may speak of the state of health 
as being a state of tonic well-being. Defini- 
tions of health are not satisfactory. Per- 
haps as good a concept of health as any is 
that of a state in which, with basal condi- 
tions of bodily activity, the functions of 
various organs essential for existence con- 
tinue at a moderate rate, and in which the 
stress of great effort can be met without 
failure of prompt return to the former rate. 
The basal metabolism, with its attendant 
slow cardiac and respiratory rate, has fa- 
miliarized us with this concept. You will 
recognize that it is similar to the concept of 
“tone” as a state of persistent moderate ac- 
tivity, in quiet conditions, that can be varied 
in either direction—increased or decreased. 
But we have wandered far from our start- 
ing point. When I use the word “tone’’ in 
describing the effects of the extrinsic nerves 
of the alimentary canal on its musculature, 
I shall employ it in its narrower sense of 
indicating the continuous degree of tension 
which this musculature is exhibiting. With 
this explanatory preparation we may pro- 
ceed to consider the role of the extrinsic 
nerves of the alimentary tract, and in the 
present lecture, specifically, the vagal and 
the sacral nerves. as representatives of the 
parasympathetic divisions. 

The two vagus nerves are distributed 
throughout the alimentary canal from its be- 
ginning in the upper esophagus to the end of 
the small intestine. We shall restrict our 
interest to the effects which they have on 
that portion of the tract which is composed 
of smooth muscle. The literature on the in- 
fluence of the vagi on the functions of the 
esophagus, the stomach and the intestines 
presents us with many confusing results. 
A great variety of effects have been report- 
ed as a consequence of stimulating these 
nerves at various points in their course. 
Some of these incongruous results can be 
explained as a consequence of what may be 
called “induction coil” physiology. By that 
I mean that artificial electrical stimuli have 
been applied to a complex neuromuscular 
Organization and the effects thus produced 
have been assumed to demonstrate the func- 
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tion of the structure stimulated. The ef- 
fects are correct enough for the conditions 
which prevail at the time, but in my opinion 
they have nothing but suggestive value as to 
the true physiological service of the im- 
pulses which the nerve fibers normally con- 
vey. Thus, for example, Veach, in the Har- 
vard Physiological Laboratory, found that 
when he applied stimuli of low frequencies 
and intensities to the vagus trunks, they pro- 
duced contractions in the esophageal and 
gastric muscle which they innervated; and 
when he applied high frequencies and inten- 
sities quite the opposite effect was produced. 
Indeed, he was able to stimulate contraction 
with one vagus nerve and produce inhibition 
with the other by means of such artificial 
stimulation. Such evidence must always be 
checked by direct observation of the role 
played by the nerves under natural condi- 
tions, and after removal of their influence. 
It is this latter sort of evidence which I wish 
to bring before you. Since the situation was 
simpler and more decisive in observations 
made on the lower part of the esophagus, I 
shall describe the experiments made on that 
region in some detail. The facts brought 
out thereby will be applicable to other parts 
of the alimentary tract. 

Almost one hundred years ago Reid de- 
clared that severance of the vagus nerves 
results in a paralysis of the esophagus and a 
failure of deglutition. This doctrine came 
down through the decades until fairly recent 
time. Two important considerations were 
overlooked by Reid. First, the difference 
between the immediate effects of vagus sec- 
tion and the later possible recovery, and sec- 
ond, the fact that in many animals the lower 
half of the thoracic esophagus is composed 
of smooth muscle. 

In 1907 I had occasion to note that for 
some time after severance of the vagus 
nerves there is a total absence of peristalsis 
in the esophagus, and that this paralvzed 
state was followed by a gradual and re- 
markable restoration of function in the part 
of the tube which is composed of smooth 
muscle. Immediately after the operation 
and for twenty-four hours, at least, there- 
after, it is easy to demonstrate complete in- 
action. By means of the X-rays the food 
which was forced onward into the gullet by 
the intact upper portion was seen in one in- 
stance to stagnate in the thoracic part for 
five hours, and in another instance for seven 
hours after the feeding. As bolus after bo- 
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lus was swallowed the thoracic esophagus 
became filled with a distending mass which: 
bulged its walls outward until it had a sack- 
like form. Continuous observation revealed 
no sign of activity. In short, as a conse- 
quence of removal of vagal influence, the 
esophagus had utterly lost all muscular tone 
—it relaxed to the limit without any tensile 
or contractile reaction. The next day the 
accumulated mass had disappeared. Now 
food mixed with subnitrate of bismuth was 
again given repeatedly. When the thoracic 
esophagus had been distended to approxi- 
mately twice its normal diameter (1.e., not 
so much as on the day before), a constric- 
tion of the wall in the lower portion, where 
smooth muscle was present, occurred and 
moved towards the stomach. This was fol- 
lowed by other peristaltic constrictions mov- 
ing downward. Gradually these recurring 
waves pushed food into the stomach until 
the amount present was considerably re- 
duced. On the third day the experiment was 
repeated and then it was found that the 
esophagus need be only slightly distended 
before the peristaltic wave started and ef- 
fectively pushed the mass above it through 
the cardia. 


A review of these observations brings out 
the fact that an important condition for the 
arousing peristaltic activity in the lower 
esophagus is the stretching of the muscular 
wall. A slender mass of food spread along 
the denervated tube may lie for some time 
unmoved. An addition to the first mass, 
that causes a stretching of the wall, results 
in the instant appearance of peristaltic 
waves. Similarly, after repeated reductions 
have rendered the strand of food more at- 
tenuated, it lies for longer periods unaffect- 
ed by esophageal contractions. As time 
elapses after severance of the vagus nerves 
the smooth muscle of the esophagus be- 
comes more responsive to the presence of 
contained material, for the material is driv- 
en into the stomach with increasing rapidity 
and even slender masses are sufficient cause 
for peristalsis. Apparently the recovery of 
this functional activity is due to a restora- 
tion in some manner of the tone of the 
smooth muscle—a moderate contraction so 
that it has a capacity for exhibiting tension 
when stretched—a capacity ordinarily main- 
tained by vagus influences but gradually de- 
veloped intrinsically when those influences 
are lost. 

An effect similar to that observed in the 
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esophagus may be observed also in the stom- 
ach after severance of the vagus supply. 
The condition there differs in one impor- 
tant respect, however, for, whereas in the 
esophagus the vagus control is not opposed 
by sympathetic control, in the stomach the 
two sets of nerves, vagi and sympathetic, 
are both present. In order to determine the 
function of the vagi alone, therefore, it is 
necessary to be rid of the sympathetic nerves 
previously. When this condition has been 
met, removal of vagal influence résults in a 
marked depression of peristaltic activity. 
For some hours after the nerves have been 
severed and the animals thereafter have 
been fed (by stomach tube), the food may 
lie in the stomach wholly undisturbed by 
peristalsis; and often when the peristaltic 
waves begin under these circumstances and 
are running at their normal rhythm, they 
are characterized by being extremely shal- 
low. Sometimes they are hardly visible. At 
other times they can be seen only near the 
pylorus. As days pass, these abnormalities 
largely disappear and thereafter the waves 
start at the usual time after a meal and have 
much of their normal vigor. These observa- 
tions, reported in 1906, have been confirmed 
by Borchers, who reported that only after 
five days were the normal conditions fully 
restored. They have also been confirmed by 
M’Crea, M’Swiney and Stopford.  Al- 
though these investigators attributed the di- 
lation and signs of paralysis, with delay of 
all motor functions immediately after vagus 
section and recovery only after seven to ten 
days, as due to “shock’”’—a term which they 
do not define—they seem to have overlooked 
entirely the evidence which had been report- 
ed that severance of the vagi leads to the 
absence of tone in smooth muscle and that 
only gradually is an intrinsic tone recovered. 

The similarity between the effects of va- 
gus section on the stomach and on the 
esophagus is noteworthy. As we have seen, 
the immediate effect on the esophagus of 
cutting these nerves is paralysis. The food 
stagnates in the tube for hours, distending 
its walls, but the atonic muscle makes no 
response. As time passes and the muscula- 
ture of the esophageal wall recovers the ton- 
ic state which the vagi formerly maintained, 
it simultaneously recovers its capacity to re- 
spond to the contents which stretch it, and 
thereupon effective peristalsis is restored. 
In the stomach, likewise, there is an extra- 
ordinary development of an intrinsic tone 
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after the sympathetic nerves and the vagi 
have been severed. Under these conditions, 
the resting stomach of the cat, for example, 
may contract to a diameter of only 2 cm. 
or less, a smallness of size almost incredible. 
When this degree of inherent tonicity has 
been developed, the conditions provided by 
the vagi have been restored or perhaps 
somewhat exceeded, and the stomach is then 
capable of exhibiting its normal peristaltic 
waves. 

We are now in a position to summarize 
the outstanding natural functions of the 
vagus nerves with reference to the smooth 
muscle of the esophageal and gastric walls. 
These nerves are not “motor nerves,” as is 
sometimes said, but at proper times they ex- 
ercise a continuing positive influence, an in- 
fluence which causes the muscle to exert a 
tension and which therefore is a condition 
for rhythmic contractions. If the tonic ac- 
tivity of the vagi is increased the vigor of 
peristaltic contractions increases. If the 
nerves are severed muscular tone is tem- 
porarily lost, the activities of the tract are 
for some time in abeyance, and even when 
peristalsis reappears the rings of contraction 
are at first shallow. This recovery of peri- 
staltic activity is associated with the devel- 
opment of an intrinsic tonic state in the 
smooth muscle itself. We may conclude, 
therefore, that the most important natural 
function of the vagi is that of setting the 
muscles in continuous moderate contraction, 
of making them press on the material 
which they surround, so that in relation to 
the gastric contents, for example, the mus- 
cles are as if stretched by those contents. 


From what I have said regarding the 
service of the vagus nerves in maintaining 
tonicity of the gastric musculature I do not 
wish to be understood as denying the pres- 
ence in the vagus trunks of fibers which on 
occasion have an inhibitory action. The 
vagi must be recognized as compound 
nerves. In relation to the stomach their 
chief function, causing in the gastric wall a 
state of moderate contraction, may produce, 
while digestion is going on in the organ, a 
considerable intra-gastric pressure. Sup- 
pose, now, that while gastric digestion is in 
progress one desires to swallow more food. 
It is clear that if there were no other ar- 
rangement the muscles of the esophagus 
would have to force the food bolus into 
the stomach against the pressure existing 
there. It happens, however, that a very 
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beautiful adjustment obviates that necessity. 
In 1911 Lieb and I found that whenever a 
swallowing movement occurs the intra-gas- 
tric pressure drops gradually almost to zero. 
The fall starts between 2 and 5 seconds 
after the larynx is lifted in the act of deglu- 
tition, and reaches its lowest point (in the 
cat) between 6 and 10 seconds after the bo- 
lus leaves the mouth. The admirable charac- 
ter of this receptive relaxation of the stom- 
ach can be appreciated if we recall that the 
time required for a bolus to be carried 
through the cat’s esophagus varies between 
7 and 10 seconds. Thus whenever a tonic 
state of the gastric musculature has raised 
intra-gastric pressure, an automatic mech- 
anism exists for lowering that pressure 
while the esophagus is pushing new material 
into the stomach. This reciprocal adjust- 
ment between the esophageal muscle and the 
gastric muscle wholly disappears after the 
vagus nerves have been severed. These 
nerves, therefore, not only have fibers for 
the conveyance of tonic impulses, but also 
fibers for inhibitory impulses. 

The vagus nerves are described as being 
distributed throughout the small intestine 
from the pyloric to the ileocecal sphincter. 
It appears that these nerves exercise on the 
small gut, as well as on the lower esophagus 
and stomach, a tonic influence. After com- 
plete severance of the splanchnic nerves I 
observed that the rate of passage of a stand- 
ard food through the small intestine was 
much accelerated, whereas after the vagi 
were cut the passage was slower than usual. 
This is the result which might have been an- 
ticipated if the vagi had been assumed to 
have the same tonic effect on the muscula- 
ture of the intestine as on the stomach. 

In connection with the extrinsic innerva- 
tion of the intestine it is of interest to note 
that Langley has reported that the vagi have 
a diminishing influence in the course of their 
distribution along the small intestine. This 
statement is related in an interesting way to 
observations which were made in the Har- 
vard Physiological Laboratory in 1914 by Al- 
varez. He studied the rate of contraction of 
segments of the small intestine of the rabbit, 
taken from different parts of its extent. His 
experiments showed quite clearly that the 
segments from the duodenum exhibited a 
much more rapid rhythm than those taken 
from the lower ileum; roughly the rate va- 
ried inversely as the distance from the py- 
lorus. Furthermore, the segments from the 
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upper intestine were less inhibited by adren- 
alin and recovered from the inhibition more 
rapidly than those from the lower portions. 
Later studies by Alvarez have brought out 
other interesting facts, indicating a descend- 
ing gradient of activity along the small in- 
testine—a gradient not only in the rate of 
the excised segments but a gradient in car- 
bon dioxide output, in irritability, in tonic 
contraction and in the brevity of the latent 
period. I had noticed earlier that the food, 
after passing out of the pylorus and being 
churned in the first part of the duodenum, 
was carried thence, much more rapidly than 
anywhere else, to distant parts of the gut. 
It seemed to me that this ‘observation was 
related to the fact which seems to have been 
observed by the early anatomists when they 
gave the term “jejunum” to this part of the 
small intestine, for if it is more active than 
other parts it must, of course, rapidly empty 
itself. 

Although the observations made by 
Alvarez did not involve the functioning of 
the vagus nerves, because the intestinal seg- 
ments studied by him were removed from 
the body, it appears not improbable that any 
natural capacity of the intestine to act with 
greater speed at its upper than at its lower 
end would be favored by the attendant de- 
scending gradient of vagal influence men- 
tioned by Langley. This suggestion is sup- 
ported by the evidence already mentioned 
that when, after the splanchnics are out of 
the way, the vagi are cut, the passage of 


food through the small intestine is greatly 
delayed. 


The large intestine, as previously stated, 
receives its tonic innervation through the 
sacral visceral nerves, stimulation of which 
causes contraction of the colonic wall. The 
extent of the distribution in man, so far as 
I am aware, has not yet been determined. 
In the cat, however, these nerves serve only 
the distal two-thirds of the colon. The 
stimulation of the nerves causes an increase 
in the tone of the mid-region as a first effect. 
Continued stimulation results in shortening 
of the strong longitudinal muscular coat of 
the distal half of the colon, and thereafter 
a deep contraction of the circular coat which 
moves downward in a manner characteristic 
of natural evacuation of the bowel. 
tion of the nerves results in changes which 
are typical of lack of tone; the feces accu- 
mulate and the contractions of the gut are 
sluggish and weak. These observations, 
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made by Elliott and Barclay-Smith, were 
unfortunately not preceded by section of the 
sympathetic supply and therefore indicate 
merely that the sacral visceral nerves offer 
a tonic opposition to the inhibitory sym- 
pathetic influences. 

The importance of tone for peristalsis, 
first noted in the esophagus, was clearly con- 
firmed in observations made of the reversed 
waves of the proximal colon of the cat. If 
this region is relaxed and inactive, paint- 
ing the gut at the junction of its first and 
middle third with barium chloride will cause 
a tonic constriction to form there. While 
this circular muscle is in maximal contrac- 
tion it has no influence on neighboring parts. 
When it partially relaxes, however, it begins 
to contract rhythmically, and at each con- 
traction it sends off a peristaltic wave. If 
the material on either side is of fluid con- 
sistency, waves may pass away in both direc- 
tions. If the material is fluid only on the 
proximal side, the recurring waves are sole- 
ly anti-peristaltic, i.e., towards the cecum. 


The interest of this observation lies in the 
facts that the sacral visceral nerves establish 
a tonic state in the middle third of the colon, 
just where the tonic ring was artificially 


caused by barium chloride, and that the re- 
versed waves sweeping over the proximal re- 
gion are dependent on a tonic contraction in 
that region. 

Perhaps a word of warning should be 
given here to the effect that the reversed 
peristalsis, observed as a normal phenom- 
enon in lower animals, has not been ob- 
served in man. Although in human cases 
there is clear evidence of a movement of 
material backward towards the cecum, the 
actual occurrence of waves to produce this 
effect has not been seen. The main reason 
for mentioning the evidence for these nat- 
ural reversed waves in the cat and dog is to 
emphasize once more the importance of 
tonus for the movements of the alimentary 
canal. 


Alvarez has called attention to the possi- 
bility of a pathological reversal of the de- 
scending gradient in the small intestine. Just 
as barium chloride solution painted on the 
colon establishes a center of activity and a 
source of peristaltic waves, so likewise, he 
infers, irritation by an inflammatory state, 
for example, in the lower ileum, may make 
that region a center of activity and thus re- 
verse the gradient. In such manner Alvarez 
would account for the evidence that in path- 
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ological states there may be actually a pas- 
sage of the intestinal contents in a direction 
opposite to the normal. 

Related to the tonic state of the colon is 
the function of defecation. In man the 
changes which occur in the performance of 
this function have been studied and de- 
scribed particularly by Hertz, who used the 
roentgen rays in his examinations. Hertz’s 
tracings show that the entire large intestine 
below the splenic flexure is normally evacu- 
ated in a single act. Thereafter, usually 
during the next twenty-four hours, waste 
material accumulates in the distal colon. It 
first stops at the junction between the pelvic 
colon and the rectum where an acute angle 
seems to offer some obstruction to progress. 
Gradually the pelvic colon fills from this 
point upwards, and as more material arrives 
it gathers progressively in the iliac and de- 
scending colon. On becoming distended the 
pelvic colon rises and widens its acute angle 
with the rectum, thus removing the obstruc- 
tion to the advancement of the fecal matter. 
When some of this matter enters the rectum 
the desire to defecate occurs. The usual 
performance of the act regularly after 
breakfast is probably due, at least in part, 
to stimulation of peristalsis in the colon by 
taking food—probably a tonic effect— 
though the muscular activities which attend 
rising and dressing probably play an addi- 
tional role. If these conditions do not re- 
sult in the natural ‘desire to defecate’ vol- 
untary contraction of the muscles surround- 
ing the abdominal cavity may cause some 
feces to enter the rectum and thus evoke the 
call. 

When the call for defecation has come the 
further performance of the act is commonly 
attended by increased intra-abdominal pres- 
sure, a result of voluntary contraction of 
the abdominal muscles and the diaphragm. 
As the diaphragm contracts, the entire 
transverse colon is pushed downward and 
the ascending colon and cecum are forced 
into an almost globular form. Intra-ab- 
dominal pressure, as measured in the rectum 
during this stage, may rise to between four 
and eight times the normal—z.e., it may be 
between 100 and 200 mm. of mercury. The 
pressure causes more feces to enter and dis- 
tend the rectum and the anal canal. The 
distension of these parts now arouses re- 
flexes which start strong peristaltic contrac- 
tions of the colon, continues the tendency to 
strain the voluntary muscles, and produces 
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relaxation of both anal sphincters. A\l- 
though, as I have described the process, it 
involves voluntary factors, we should rec- 
ognize that such factors are not requisite, 
for the act can be perfectly performed by 
animals with the spinal cord severed, includ- 
ing man. 

The relation of tone to the important 
function of ridding the body of waste from 
the ingested food lies in the fact that only 
when there is a tonic shortening of the 
smooth muscle of the rectum is it stretched. 
The stretching sets up the reflexes which 
cause it to contract and empty out the con- 
tents. If the lower spinal cord is destroyed 
or the sacral visceral nerves are severed, 
feces accumulate and the contractions of the 
gut are sluggish and weak, at least until 
there is a recovery of intrinsic tone by the 
rectal muscles. Now for the moral of this 
story! Observations on man have shown 
that, if the call for defecation is not re- 
sponded to, the rectum may accommodate 
itself to the presence of fecal accumulation. 
A feature of this condition may be a less- 
ened sensitiveness of the afferent nerves 
from the region. Perhaps a more impor- 
tant condition is a lessened tone of the 
smooth muscle so that the accumulated mass 
no longer produces the normal stimulus of 
stretching. In any case, under these cir- 
cumstances, the call for defecation may dis- 
appear. Thus if the signal for emptying 
the rectum is not promptly obeyed, it may 
cease to be given. The feces may then re- 
main there for a long period without calling 
forth sensations, and the efficacy of the re- 
flex may be largely impaired. 

What I have said thus far regarding the 
influence of the vagal and the sacral visceral 
nerves as representative of the parasym- 
pathetic supply of the gastro-intestinal tract 
may seem only remotely related to the title 
of this lecture, “Important Relations of 
Digestion and Health.” All that has been 
said, however, is in fact closely related to it. 
The reason for confidently making that 
statement is that the parasympathetic nerves 
share with the rest of the body in any de- 
bilitating illness. For example, while the 
vagal connections between the alimentary 
canal and the central nervous system are in- 
tact, the asthenia, associated with general 
infection and characterized by soft toneless 
skeletal muscles, is associated also with a 
toneless state of the musculature of the 
stomach and intestines. Animals in such a 
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state have been observed repeatedly with the 
X-rays, and throughout a whole day the 
food has been seen lying in the stomach 
without the slightest sign of a peristaltic 
wave affecting it; or food that had entered 
the intestine was seen to be similarly unaf- 
fected by any motions of the gut. The 
animals manifest no signs of appetite and 
they do not eat spontaneously. From what 
we know of the vagus influence on the 
muscles of the canal, we may assume that 
the indolence or total inactivity of the mus- 
cular wall is due to lack of the tone neces- 
sary for peristalsis. In this connection it is 
‘ of interest to know that when the stomach 
has been wholly disconnected from the 
spinal cord and brain and has acquired its 
own inherent or intrinsic tonic state, inde- 
pendent of any outside influence, peristalsis 
is not affected by the general debility of the 
organism as a whole. 

The observations made on lower animals 
are easily duplicated in man. Alvarez 
speaks of autopsies on people who have died 
from botulism, in whose stomachs has been 
found food which had been eaten many days 
before, when the trouble commenced. 
Similar stagnation is often noticed in the 
stomachs of men and women suffering from 
tuberculosis and other infectious diseases. 
It is a tribute to his sure vision that Beau- 
mont noted a similar phenomenon in his 
studies on St. Martin. Occasionally he ob- 
served a pathological appearance of the 
stomach associated with symptoms of gen- 
eral bodily disorder such as dryness of the 
mouth, thirst, exaggerated pulse, etc. Under 
these circumstances, he states, “no gastric 
juice can be extracted, not even on the ap- 
plication of alimentary stimulus . . . food 
taken in this condition of the stomach re- 
mains undigested for 24 or 48 hours, or 
more, increasing the derangement of the 
whole alimentary canal, and aggravating the 
general symptoms of the disease.’”’ Thus 
on one occasion (experiment 10 of the third 
series), when St. Martin “complained of 
headache, lassitude, dull pains in the left 
side, and across the breast—tongue furred, 
with a thin, yellowish coat, and inclined to 
dryness—eyes heavy, and countenance sal- 
low,” Beaumont reports the stomach still 
full of food six hours after a small break- 
fast of fried sausage, dry toast and a pot of 
coffee. About three hours later Beaumont 
suspended a roasted oyster in the stomach 
and his patient ate twelve more of them. 
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After two hours he found, on withdrawing 
the suspended oyster, that it was not half 
digested. It is evident that the symptoms 
of general indisposition were associated with 
a marked disturbance of the processes of 
the stomach. 

Not only debilitating disease but also ex- 
hausting labor is associated with failure of 
proper action of the digestive organs. In 
a man with a fistula Mantelli noted that for 
an hour or two after strenuous muscular 
exertion the stomach did not respond nor- 
mally to the actual presence of food. 

In addition to the effect of the vagi on 
the musculature of the alimentary canal, 
there is the effect of these nerves, and of 
associated nerves (which govern the sali- 
vary glands), on the digestive secretions. 
Many years ago Pavlov reported that in ad- 
dition to the well-known psychic secretion 
of saliva there is also a psychic secretion of 
the gastric juice—a secretion due to the 
pleasant taste of food, that is, to the satis- 
faction of appetite. Later it was found that 
there is a similar secretion of the pancreatic 
juice. The psychic secretion from the 
stomach and pancreas is dependent upon the 
vagus nerve supply. This immediate psychic 
secretion is serviceable, of course, in start- 
ing off the digestive process in a satisfactory 
manner. In 1911 I suggested that attendant 
on the psychic secretion from the digestive 
glands there might be in the gastro-intes- 
tinal tract, when food is relished in anticipa- 
tion or at the time it is eaten, a psychic in- 
crease of muscular tone, both being conse- 
quences of vagal excitation. This sugges- 
tion was associated at the time with the evi- 
dence that severance of the vagi before in- 
troduction of food into the stomach was not 
followed by gastric peristalsis; whereas, if 
the vagi were severed shortly after food was 
taken, the digestion at that particular meal 
was not seriously interfered with. It 
seemed, therefore, that the pleasurable eat- 
ing of food was associated with some influ- 
ence of the vagi on the gastric muscle simi- 
lar to the influence of the vagi on the gastric 
secretion when food is ingested. 

The foregoing evidence for psychic tonus 
has been supported by Alvarez. He had a 
patient with a large ventral hernia; such 
that the bowel was so thinly covered by peri- 
toneum and skin that its contractions could 
be easily seen. When a nurse brought food, 

a peristaltic wave rushed down the bowel 
and was followed by active kneading move- 
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ments. Hurst and also Ltidin have noted 
that a barium meal will pass along the gut 
faster if it is followed by a second meal 
given a short time after the first. The sec- 
ond meal would serve under these circum- 
stances to increase the tone at the upper end 
of the intestinal tube. Observers have 
stated, furthermore, that contrast meals 
leave the stomach more rapidly if they are 
made palatable; and Alvarez again has noted 
in a patient with a jejunal fistula that the 
contractions of the bowels were more active 
when the patient ate by himself than when 
he was plainly annoyed by being fed by the 
nurse. Another patient, described by Al- 
varez, had an incompetent anal sphincter; 
he had to be extremely careful about eat- 
ing, seeing, smelling, or even thinking about 
the pleasures of food, because of the stim- 
ulating psychic effects on peristalsis, and 
therefore on the tone of the intestinal mus- 
culature. 

All these observations point clearly to the 
important relationships between the proper 
functioning of the gastro-intestinal tract and 
the general state of the organism. If the 
tract functions satisfactorily the energy- 
yielding food which is taken in by mouth 
and chewed and swallowed, becomes a 
means of supporting all of the activities of 
the organism in a highly efficient manner. 
If there is any interference with the diges- 
tive processes this influx of energy for bod- 
ily functions is interfered with and the 
whole organism suffers in consequence. On 
the other hand, if there is a debilitated or 
asthenic state as a consequence of exhaus- 
tion, whether from over-work or prolonged 
disease or acute infection, so that that mod- 
erate degree of activity which we have 
called tone is greatly reduced, the tonic state 
of the gastro-intestinal tract shares the tone- 
lessness of the rest of the body; and as a 
result the organism is not able to carry on 
vigorously the processes of digestion. It is 
clear that under these circumstances a 
vicious circle may be established so that the 
debilitated organism does not receive the nu- 
triment which is necessary for its upbuild- 
ing. In the past the careful physician has 
broken into this vicious circle by giving food 
which is easily digested and therefore re- 
quires minimal functioning of the digestive 
organs. At present, certainly in cases of 
inanition or malnutrition, it is possible to 
break into the vicious circle by means of 
insulin, which, by stimulating vagal tone and 
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helping towards a better utilization of the 
absorbed food, definitely favors the restora- 
tion of the normal state. 

At the beginning of this lecture I had 
occasion to outline the organization of the 
autonomic nervous system. Throughout 
the lecture I have referred repeatedly to the 
role of the vagal and sacral nerves as repre- 
sentatives of the parasympathetic divisions 
of that system. We may summarize the 
functions of the sacral division as a whole 
by the statement that they consist of a group 
of reflexes for emptying hollow organs 
which are periodically filled. Notable among 
these are the rectum and distal colon, and 
also the urinary bladder. The effective 
stimulus for contraction of both these vis- 
cera is the stretching of the tonically con- 
tracted viscus by accumulating contents. The 
functions of the cranial division likewise can 
be summarized as mainly a group of re- 
flexes, but reflexes which are protective, con- 
servative and upbuilding in their service. 
Thus the autonomic fibers of the third nerve 
narrow the pupil and protect the retina from 
excessive light. Other representatives of 
the cranial autonomic, associated with the 
seventh and ninth cranial nerves, provide 
for the flow of saliva. The tenth nerves 
(the vagi), as we have seen, carry the 
impulses for psychic secretion of the gastric 
and pancreatic juices and for establishment 
of the tonic state necessary for the periodic 
contractions of the alimentary tract. These 
nerves of the cranial division illustrate strik- 
ingly its upbuilding function, for they as- 
sure the essential basis for the proper diges- 
tion and for the absorption of the energy- 
yielding material which is required for all 
bodily activity. 

These two divisions, the sacral and cran- 
ial, are similar in being largely subject to 
interference by striated muscle. Contrac- 
tion of the bladder and rectum can be aided 
or frustrated by impulses from the cerebral 
cortex much as reactions of the iris can be 
induced or modified by voluntary acts. In- 
deed, as a rule, the workings of the cranial 
and sacral divisions on the digestive tract 
involve the cooperation of the cerebrospinal 
nervous system to a much greater degree 
than do the workings of the sympathetic 
division, because the cranial and the sacral 
are much concerned with orifices surrounded 
by striated muscles, at both ends of the 
tract. Thus food may be voluntarily swal- 
lowed in excessive amounts, so that the 
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stomach is grossly distended; and when 
waste from the food is ready to be dis- 
carded, it may be voluntarily retained. It 
is because of this control of orificial func- 
tions by the cortex that the natural activities 
of the neighboring smooth muscle, under 
autonomic control, are not infrequently dis- 
turbed or subjected to unfavorable condi- 
tions. At our next meeting we shall see 
that the sympathetic division likewise may 
profoundly influence the functioning of the 
alimentary tract, not, however, because of 
cortical influence but because of emotional 
effects originating in sub-cortical regions. 
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THE SURGICAL TREATMENT OF ACUTE AND CHRONIC 
EMPYEMA* 
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The term empyema has been used to designate a purulent infection in the pleural cavity 
since the writings of Aétius in the sixth century, and surgical treatment for the condition 


is among the earliest operative procedures. 


Even though the disease has been regarded 


as a surgical condition for many centuries, there is no generally accepted method of treat- 
ment and there is considerable difference of opinion as to the types of surgical treatment. 
That there still remains a definite surgical problem is evidenced by the number of cases — 
of chronic empyema which are being seen every year, many of which would not have oc- 


curred had proper treatment been instituted 
during the acute stage of the disease. 

The first important consideration in the 
treatment of empyema is the establishment 
of a definite diagnosis which must be proved 
by the findings of pyogenic bacteria by cul- 
tural methods—or by stained smears taken 
from the fluid removed from the pleural 
cavity. If the presence of pyogenic bacteria 
cannot be definitely demonstrated in the 
fluid removed, the thoracic cavity should not 
be surgically drained regardless of the gross 
appearance of the material removed because 
of the possibility of the condition being a 
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sterile effusion of tuberculous origin, the 
appearance of which not uncommonly close- 
ly simulates pyogenic pus. The injudicious 
open drainage of a sterile tuberculous effu- 
sion is usually followed by superimposed 
secondary pyogenic infection and most com- 
monly results in persistent draining of a 
sinus of the wall of the thorax. Many pa- 
tients have lost their lives or become chronic 
invalids by the introduction of secondary 
pyogenic infection into a tuberculous effu- 
sion. After having definitely established 
the presence of a pyogenic organism, the 
next important consideration is the type of 
infecting organism. Empyema is usually an 
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unavoidable complication of some primary 
pulmonary infection. The most common 
types of bacteria which invade the lungs and 
secondarily the pleural cavity are the pneu- 
mococcus and streptococcus. 

The pneumococcic type of empyema is 
likely to occur late in the course of the pul- 
monary disease during the process of heal- 
ing, and there is a tendency to early forma- 
tion of fibrin and frank pus, with thickening 
of the pleura. The streptococcal types of 
empyema usually occur early in the course 
of the pulmonary disease, and the forma- 
tion of fibrin and frank pus, with thicken- 
ing of the pleura, is less rapid. This type 
presents the greatest surgical risk because 
the empyema is present when the toxemia of 
the pulmonary disease is greatest. 


ACUTE EMPYEMA 


During the acute, seropurulent stage of 
empyema, aspiration should be performed 
as often as necessary to relieve cardiac and 
respiratory difficulty. Gradual transition 
from a clear, thin fluid to an opalescent, 
thick fluid, will be observed, and finally 
frank pus will be obtained, at which time 
surgical drainage is indicated. Repeated 
aspiration rarely effects cure, although it 
may be curative occasionally in hemolytic 
streptococcal types of the disease. How- 
ever, repeated aspirations are of great aid 
in tiding the patient over the critical period 
of the illness, until the pneumonic process 
is healed, and fibrinous thickening of the 
visceral pleura has stabilized the mediasti- 
num. Operative drainage by one of the 
closed methods can then be accomplished 
with greater safety. 

From an anatomic standpoint, acute em- 
pyema may involve the entire thoracic cav- 
ity, with complete collapse of the lung, or 
encapsulation may have taken place, and the 
empyema may be of the interlobar, parietal, 
mesial or diaphragmatic types. In these 
types of empyema, only a portion of the 
thoracic cavity is involved, and the lung is 
only partially collapsed. The condition may 
be unilateral or bilateral and the encapsu- 
lated cavities may be single or multiple. 

The fundamental principle of the surgical 
treatment of acute empyema is surgical 
drainage, but the time, site and method of 
obtaining drainage depend on the indications 
in the individual case. Many methods have 
been advanced for the accomplishment of 
drainage in these cases, but none has been 
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entirely satisfactory in all cases, which ex- 
plains the multiplicity of operative proce- 
dures. The cardinal principles of any 
method of surgical treatment must be: (1) 
adequate drainage, (2) rapid sterilization 
of the diseased area, and (3) early oblitera- 
tion of the cavity by expansion of the lung. 
Surgical intervention should be as conserva- 
tive as is consistent with effectual treatment 
directed toward saving the patient’s life, and 
secondarily toward restoring the patient to 
health with the least loss of structure and 
function and with the minimal amount of 
discomfort and deformity. This result is 
best accomplished by instituting a type of 
drainage which maintains the negative intra- 
thoracic pressure which is necessary to 
proper function of the thoracic viscera, and 
essential to expansion of the lung. The so- 
called intercostal closed method of drain- 
age is based on physiologic principles in that 
it preserves the intrathoracic negative pres- 
sure, promotes rapid expansion of the lung 
and permits adequate drainage of the toxic 
material when properly instituted. , 

The technic of procedure for closed drain- 
age is a matter of personal experience. I 
have obtained the best result from the inter- 
costal closed method and from the trans- 
costal closed method, in the latter of which 
the catheter is inserted through the inner 
layer of periosteum, after resection of a 
small segment of rib. The site of drainage 
is determined with an aspirating needle; a 
trocar and cannula of the desired size are 
then inserted through the selected inter- 
space, and a catheter the exact size of the 
trocar is inserted through the cannula, which 
is then withdrawn. In this way the drain- 
age tube fits the opening in the thoracic wall 
as accurately as possible. The tube has an 
opening at the end, and another at the side, 
and enters the empyema cavity for not more 
than half an inch, thus preventing injury 
to the pulmonary tissue when the lung re- 
expands to fill the cavity, and also avoid- 
ing mechanical irritation as a contributing 
cause of thickening of the pleura. The tube 
is clamped and securely fastened to the 
thoracic wall with adhesive tape, making an 
air-tight closure. The pus is aspirated 
with a syringe, and the cavity is irrigated 
at first with physiologic sodium’ chloride 
solution. When a bronchial fistula is not 
present, 0.5 per cent chlorinated soda 
(Dakin’s solution) is used to aid in steriliz- 
ing the cavity, in liquefying the fibrin and 
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to act as a chemical decorticant. This pro- 
cedure is carried out every hour in the 
course of the day and every two or three 
hours at night. The patient is immediately 
started on respiratory and blowing exercises 
to reéxpand the lung and to obliterate the 
cavity. It is important that the distal end 
of the tube draining the thoracic cavity 
should be open during the blowing exercises. 
This can be accomplished by placing an ex- 
tension onto the catheter and placing the dis- 
tal end in a jar containing saline solution, 
having the end of the tube below the level 
of the fluid. This prevents the entrance of 
air during inspiration and facilitates the ex- 
pansion of the lung by increasing the nega- 
tive intrathoracic pressure during expira- 
tion. The vital capacity is estimated daily 
to determine the progress of the reéxpansion 
of the lung. A specimen of the drained 
material is taken for culture, and the capac- 
ity of the cavity is measured once a week. 

The solution used to irrigate the cavity is 
a matter of choice and experience. Many 
solutions act better in the test tube than in 
contact with tissue. I have tried the differ- 


ent solutions, and recently have studied three 
parallel series of cases; in one series, I used 
mercurochrome, in a second, physiologic 


solution of sodium chloride, and in the third, 
0.5 per cent chlorinated soda. It is difficult 
to make any definite decision relative to the 
merits of each. I believe that there is very 
little antiseptic value in the solutions used, 
and that the efficiency of the irrigation 
method lies in the mechanical washing out 
of the pleural exudate. Because I have 
employed the solution of chlorinated soda 
for a longer time, I may be prejudiced in 
its favor. Its greatest value in obliterating 
the cavities consists in its proteolytic proper- 
ties and in its mechanical action on the tis- 
sues; thus the period of drainage and of 
convalescence is shortened. It must be 
used of a strength so that 0.45 to 0.5 per 
cent of free chlorine, the active agent of the 
solution, is available and it should be freshly 
prepared. I use a solution of hyclorite, a 
proprietary preparation, which is about eight 
times normal strength, is more stable than 
0.5 per cent chlorinated soda, and does not 
have to be prepared so often. It is prepared 
for use by mixing one part of the hyclorite 
solution with seven parts of distilled water. 
It is not only bactericidal but lytic in action, 
and, therefore, is of great value in cases in 
which the closed method of drainage is used, 
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and in cases in which there are masses of 
fibrin in the pleural exudate. Hyclorite 
cannot be used in cases of pleurobronchial 
fistula in which drainage has been accom- 
plished by the closed method because it gives 
rise to irritative cough. In these cases, irri- 
gation with solution of sodium chloride is 
carried out until open drainage can be insti- 
tuted. | 

Great care should be exercised in main- 
taining nutrition and body fluids of these 
patients. They should be given a diet of 
high calorie value, averaging from 3,000 to 
3,500 calories a day, with a liberal intake of 
fluid. 

The intercostal, closed method of drain- 
age is not new, for the underlying principle 
was first advocated by Bulau and was re- 
ported in 1891. The method described is 
a modification, with many changes in detail 
and subsequent treatment. In some cases 
the drainage may be interfered with by 
plugging of the tube with masses of fibrous 
material from the pleural exudate. This 
material usually can be dislodged by suction 
on the tube with a syringe. Occasionally 
there is leakage around the tube, but as a 
rule this does not take place for a week 
or more, by which time the patient has been 
carried over the dangerous period and 
marked reéxpansion of the lung has taken 
place. Then open drainage by costal resec- 
tion can be instituted with greater safety. 
In the majority of cases there is no technical 
difficulty with drainage and irrigations, and 
the size of the cavity gradually decreases. 
This decrease is most marked in the first 
week or ten days, after which reduction is 
much slower. | 

When the capacity of the cavity has been 
reduced to 50 c.c. and little progress occurs 
after two or three weeks, an open operation 
is performed, involving resection of one or 
two ribs. The residual cavity is allowed to 
heal by granulation, and is packed twice a 
day with gauze saturated in hyclorite solu- 
tion, or if the cavity is large enough tubes 
are inserted for irrigation with hyclorite 
solution. 

If the cavity continues to contract under 
the closed method of treatment, the tube is 
gradually shortened until the cavity is en- 
tirely obliterated. This can be done in 60 to 
70 per cent of the cases, but there is danger 
of recurrence, and if there is a return of 
symptoms a tube should be reinserted im- 
mediately. It is probably a safer procedure 
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to change to open drainage after practically 
complete reéxpansion of the lung has taken 
place, and only a small residual pocket re- 
mains, particularly if the patient is not un- 
der observation daily. 


I recently reviewed seventy-one cases of 
acute empyema in which I have operated in 
the last five years. The infecting organism 
in thirty-two cases was the pneumococcus 
Type I, in five cases the pneumococcus Type 
II, in three cases the pneumococcus Type 
III, and in one case the pneumococcus Type 
IV. In twenty cases the streptococcus was 
the infecting organism, and in seventeen of 
these it was of the hemolytic type. Inter- 
costal, closed drainage was used in thirty- 
four cases. Of these, healing was complete 
in twenty in from three to six weeks, with- 
out further operative treatment. In four- 
teen cases, it was necessary to perform a 
minor open operation, removing a small seg- 
ment of from one to three ribs to hasten ob- 
literation of a small residual sinus or cavity 
holding from 15 to 30 c.c. of drainage mate- 
rial. In thirty-two cases the transcostal type 
of closed drainage was done, in twenty-four 
of which healing took place without further 
operation and in eight of which subsequent 
open operation was required to obliterate a 
small residual cavity. Repeated aspirations 
were performed in five cases of streptococcal 
empyema, and in three of these subsequent 
open operation was required. In the two 
cases in which healing took place the infec- 
tion was of the hemolytic streptococcal type. 
The most common causes for failure of 
complete obliteration of the cavity by the 
closed method were the presence of pleuro- 
bronchial fistula, and thickening of the vis- 
ceral and parietal pleura, with fixation of 
the lung as a result of delayed drainage. 
In a few cases in which it was impossible 
for patients to remain under observation, an 
open operation was done for a small residual 
sinus, because of the possibility of retention 
of seropurulent exudate in the small sinus 
tract. Such retention may cause recurrence 
of the empyema. There were four deaths 
from operation in the entire series. 


CHRONIC EMPYEMA 


Since chronic empyema follows the acute 
type by a gradual development, on which 
an arbitrary time limit of three to four 
months may be placed, it would seem that if 
all the factors leading to chronicity could be 
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anticipated, and obviated during the treat- 
ment of the acute conditions, there would 
be no lapse into a chronic state, and com- 
plete healing would result. However, uni- 
formity of cases and perfection of diag- 
nosis and treatment cannot exist, and in 
many cases chronicity is certain from the 
onset; such cases are those in which the eti- 
ologic factor is tuberculosis, actinomycosis, 
amebiasis, subdiaphragmatic and pulmonary 
abscesses rupturing into the pleural cavity, 
and degenerated pulmonary malignant 
growths, with secondary infection and rup- 
ture into the pleural cavity. 

The most common factors which usually 
lead to the development of pyogenic post- 
pneumonic types of chronic empyema are 
those of faulty drainage. For instance, 
drainage may be too late or too early and 
may be of short duration; the drainage tube 
may not be in the most dependent or favor- 
able position, it may be introduced into the 
thoracic cavity too far and may injure the 
expanding lungs, or it may be left too long 
and thus form a thick, fibrous sinus tract, 
or it may be of too small caliber. Other 
factors are the collapse of the lung, second- 
ary encapsulated cavities, pleurobronchial 
fistula, foreign bodies such as drainage 
tubes, or bismuth in the empyema cavity, the 
formation of deposits of calcium lining the 
empyema cavity and osteomyelitis of the 
ribs from secondary infection of the thoracic 
wall. Since many of these conditions are 
avoidable, and treatment demands operative 
procedures that are of much greater mag- 
nitude than those necessary for the treat- 
ment of acute conditions, it is important that 
proper treatment be carried out during the 
acute stage of the disease. 

Surgical treatment in these cases should 
be as conservative as possible, but unfortu- 
nately many cases, particularly those of long 
duration, require extensive operative proce- 
dures which are most safely done in multiple 
stages. The operative procedure should be 
selected which will restore the patient to 
normal health in the shortest time, with the 
least loss of structure and function, and with 
the minimal amount of discomfort and de- 
formity. There are two general types of 
treatment for these chronic cases. The first 
type of treatment is one in which the 
fibrosed, thickened pleura, which is binding 
the collapsed lung to the thoracic wall, is re- 
moved by so-called decortication, permitting 
the lung to expand. This type of treatment 
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is usually applicable only to the subacute 
types of empyema. The second type of 
treatment may be called a collapse method. 
It is opposite in principle from the treatment 
of the acute condition, for the thoracic wall 
is brought down to meet the lung by remov- 
ing the ribs, intercostal muscles, and thick- 
ened pleura over the empyema cavity. This 
type of operation is usually necessary when 
the condition has been present for more than 
six months to one year. Before the more 
extensive operation is performed, all septic 
material should be removed from the em- 
pyema cavity, which should be reduced in 
size as much as possible by prolonged irri- 
gation with 0.5 per cent solution of chlo- 
rinated soda. The irrigations may be car- 
ried out through the sinus tract, or, if this 
is not adequate, a dependent opening should 
be made for irrigation. The patient’s gen- 
eral condition is usually greatly improved by 
this preoperative treatment. The cases 
usually can be divided into three main 
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groups: (1) those in which the cavity is 
small and overlying ribs, intercostal muscles 
and thickened pleura can be removed at one 
operation, (2) those in which the cavity is 
larger and multiple operations are required, 
muscle flaps are turned into the cavity to 
assist the obliteration, and (3) those in 
which the cavity involves practically the en- 
tire hemithorax, with complete collapse of 
the lung, and treatment is first carried out 
by extrapleural resection of ribs in multiple 
stages, gradually bringing the thoracic wall 
down to meet the lung. The upper ribs are 
removed first, and the cavity is irrigated be- 
tween stages. When the resection of ribs is 
completed, there is usually a small residual 
cavity which requires open operation. 

The operative mortality is not high; it 
has been greatly reduced by operation in 
multiple stages. In a series of 252 cases, 
in which all types of operation were per- 
formed, there were six deaths, an operative 
mortality of 2.3 per cent. 
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Tuberculosis of the skin is not a common type of involvement in comparison with the 
prevalence of the infection in other tissues and organs of the body. It is, however, en- 
countered sufficiently often to make it a subject worthy of serious consideration by phy- 


sicians in all branches of clinical medicine. 


While not as prevalent in this country as 


abroad, especially in Northern Europe and the Orient, it is by no means here a rare condition. 
In the skin, as elsewhere, destruction is the rule and in certain of its manifestations, 
particularly when the face is involved, serious scar formation and disfigurement often 


result. In general its lack of response to 
treatment also makes it a subject worthy of 
careful attention by all of us. Here, as in 
other parts of the body, the disease is ac- 
quired by infection, the infecting material 
gaining access to the economy, in a large 
number of instances, by way of the lym- 
phatics. Opportunity for such transmission is 
particularly to be found among members of 
any family where pulmonary tuberculosis 
exists. Direct inoculation, the mode of en- 
trance in tuberculosis verrucosa cutis, is not 
uncommon in other varieties and has been 
reported following vaccination, the piercing 
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of the ear-lobe for the insertion of ear- 
rings and numerous other local procedures 
where the organism has been accidentally 
implanted directly into the dermis. 

The discovery of the tubercle bacillus de- 
cidedly changed the older conception of 
scrofulous disease of the skin. Previous to 
that time tuberculosis cutis orificialis and 
tuberculosis ulcerosa were considered to be 
the sole manifestations of tuberculosis as it 
involved the cutaneous covering. A few 
years after the discovery of the bacillus of 
tuberculosis, Riehl and Paltauf described 
another type of lesion, namely tuberculosis 
verrucosa cutis. Since that time a compara- 
tively large number of dermatoses have been 
ascribed to the activity of this organism, 
which has naturally led to an attempted 
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classification, which in the present state of 
our knowledge is both confused and com- 
plicated. While it is not within the scope 
of this paper to enter into a detailed classi- 
fication, two main types of lesion are gen- 
erally recognized and warrant our attention. 
It must furthermore be borne in mind that 
in a paper of this length one can not enter 
into a detailed discussion of the innumerable 
controversial points, concerning especially 
the tuberculides, nor can the expressions of 
many writers be recorded. Rather, an at- 
tempt will be made to summarize the known 
facts about tuberculosis of the skin and to 
crystallize the opinions of present day in- 
vestigators concerning the less well known 
facts of an interesting group of dermatoses 
whose relationships and interrelationships 
are gradually being enlarged and clarified. 

The lesions of tuberculosis as it involves 
the skin are divided into two large groups: 
namely, the true cutaneous infiltrates and the 
tuberculides. As additional experimental 
evidence accumulates, the number of types of 
the first group are definitely increasing, at 
the expense of group two. While there are 
those who are willing to accept all the des- 
ignated tuberculides as true tuberculosis it 
seems better, until the matter is definitely 
settled, to maintain the distinction, and de- 
scribe the several varieties individually. 

The true infiltrates number four and in- 
cluded in this group are lupus vulgaris, scro- 
fuloderma, tuberculosis verrucosa cutis and 
tuberculosis cutis orificialis. While the clin- 
ical aspects of these forms vary in detail, 
they have the following features in com- 
mon: 1. The histopathologic picture does 
not differ essentially from tuberculosis in 
other parts of the body, and, while there are 
some variations encountered, the essential 
features are so uniform as to make the pa- 
thology obvious from a single exciting cause. 
Briefly it is produced by the local action of 
the tubercle bacillus and presents a cellular 
new growth; vascular changes ranging from 
a slight proliferation in the coats of the ves- 
sels to their complete obliteration; and at- 
tenuation, hypertrophy or destruction of the 
collagen. 2. The infecting organism can 
be demonstrated both in the lesion and by 
animal inoculations. 3. Most of the char- 
acteristic signs of the infectious granulo- 
mata are present. 4. All patients with 
true cutaneous tuberculosis react positively 
to tuberculin. 

These disorders are well known to derma- 
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tologists but it has been my experience that 
others are not especially familiar with the 
salient clinical features and for this reason 
they will be briefly reviewed. 

Lupus vulgaris by predilection attacks the 
face, beginning about the nose or on the 
cheek, the face accounting for about 80 per 
cent of the primary lesions. The disorder 
starts as a rule in early life as a minute nod- 
ule or small area of dull discoloration. 
Gradual extension occurs. The process re- 
mains dry or ulceration occurs and the char- 
acteristic granulomatous lesion with atrophy 
makes its appearance. Variations from the 
rule are common, but the peculiar color, 
presence of apple jelly nodules at the border, 
spontaneous atrophy, all characterize this 
type of involvement. The course of the 
disease is extremely slow; years ordinarily 
are required for the growth of the average 
lesion. 

The term scrofuloderma is now limited 
to those lesions of the skin produced by the 
local action of the bacillus of tuberculosis, 
by direct extension from some structure be- 
neath. The sites of election, then, are over 
the superficial lymph glands, as in the neck, 
axilla and groin, about joints and over the 
bones most commonly involved in‘ tubercu- 
losis. The forerunner of a scrofulodermous 
lesion is a firm subcutaneous nodule, which 
gradually enlarges, softens, and becomes at- 
tached to the overlying cutis. These nod- 
ules soon break down and produce irregu- 
larly linear ulcers and fistulous tracts with 
a marked tendency to heal with the forma- 
tion of longitudinal cicatrices. The prog- 
ress of the lesion is slow but decidedly more 
rapid than in lupus vulgaris. “As this type 
of involvement is frequently encountered, 
further details are not essential. 

Tuberculosis verrucosa cutis is character- 
ized, as its name indicates, by the presence of 
warty lesions. The classic example is the 
anatomical tubercle or verruca necrogenica, 
which is always produced by direct inocula- 
tion and is therefore considered as the in- 
oculation type of cutaneous tuberculosis. 
The postmortem tubercle begins at the site 
of an abrasion, usually on the finger or 
thumb of one who is engaged in handling 
tuberculous material. The earliest lesion 
is a papule or papulo-pustule, which is deep 
seated and surrounded by a zone of deep in- 
flammatory reaction. The process slowly 
enlarges to the size of a large pea or cherry, 
induration takes place and the surface be- 
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comes verrucous. One lesion is the rule. 
Usually the disorder remains benign and per- 
sists solely as a nodular warty tuberculosis. 
The other variety of tuberculosis verrucosa 
cutis is similar, though more extensive, and 
occurs predominantly on the hands or feet. 
It resembles closely cutaneous blastomycosis 
and is further distinguished by being fre- 
quently bathed in a muco-purulent dis- 
charge. 

Tuberculosis cutis orificialis occupies the 
unique distinction of having been regarded 
at one time as the sole manifestation of tu- 
berculosis as it involves the skin and mucous 
membranes. The most characteristic type 
of this form of cutaneous tuberculosis is 
seen at the muco-cutaneous junctions of the 
mouth, anus and genitals. The lesions vary 
from a small fissure to a chancre-form pap- 
ule, both of which may be extremely pain- 
ful. Extension is relatively rapid and in- 
volvement of the adjacent mucosa is the 
rule. On the mucous membranes, the le- 
sions are of the miliary type. The small firm 
nodules rapidly break down, as do most 
lesions on moist surfaces, and produce sharp- 
ly definite superficial ulcers. Coalescence 
promptly occurs, forming irregularly oval or 
linear ulcers. The floor of the ulcer is cov- 
ered with a purulent grayish exudate and 
often studded, as is the border, with minute 
yellowish white granules, the remains of the 
original miliary tubercles. The borders are 
always undermined. Pain is a variable 
symptom and there is little tendency to spon- 
taneous healing. Tuberculosis of the mu- 
cous membranes is usually secondary to 
tuberculosis elsewhere, particularly pulmo- 
nary or laryngeal. Infection through tuber- 
culous sputa or extension of a cutaneous 
focus are the commonest direct causes. 

In addition to the accepted treatment for 
patients who are suffering with tuberculosis 
of any organ or tissue, certain local meas- 
ures in the care of cutaneous tuberculosis are 
of proven value. Without a doubt, treat- 
ment with the Finsen light is the most satis- 
factory form of local therapy. The method 
is not only most successful in destroying the 
disease process and preventing the certain 
slow progression, but the end-results are 
more satisfactory than other methods, be- 
cause the scars so produced are less disfigur- 
ing. Statistical reports are available from 
the Finsen Light Institute in Copenhagen 
concerning the satisfactory treatment of 
large numbers of cases, which results ap- 





TUBERCULOSIS OF THE SKIN—KEIM 





Jour. M.S.M.S. 


parently can not be duplicated anywhere else 
in the world. While this form of therapy 
is being used by some in this country it is 
scarcely a practical one, due to the expense 
involved. 

Roentgen rays and radium are success- 
fully employed and offer the advantage of a 
shorter period of treatment than is required 
by the Finsen light. Telangiectasia and 
later malignant changes in the scar are the 
chief disadvantages, although it is McKee’s 
opinion that carcinoma is no more frequently 
encountered in lupus vulgaris which has been 
so treated than in cases where no X-ray or 
radium was employed. The galvanocautery 
is also useful in destroying small tuberculous 
lesions. 

Many caustic pastes and lotions enjoy 
some reputation and have been skillfully 
employed in the hands of a few, but at the 
present time are not generally used. Like- 
wise, gold preparations which are extensively 
used in the treatment of the tuberculides 
have given almost uniformly unsatisfactory 
results in true tuberculosis of the skin. Tu- 
berculin has been used with some success 
in lupus vulgaris and tuberculosis verrucosa 
cutis. 

In general, prognosis in tuberculosis of 
the skin is good, as compared with the prog- 
nosis of tuberculosis in other organs. This 
is due to the scarcity of tubercle bacilli in 
most skin lesions and the fact that the skin 
is exposed to too many adverse influences to 
promote the growth of new colonies of ba- 
cilli. 

THE TUBERCULIDES 


The second group, while less known and 
less well understood, are of special interest 
to all branches of clinical medicine, particu- 
larly from the viewpoint of their general 
diagnostic value. For many years a num- 
ber of cutaneous disorders had been ob- 
served, which were held by many investiga- 
tors to have a relationship to systemic tuber- 
culosis. However, it was not until 1896 
that Darier grouped these conditions under 
one head and suggested the name tubercu- 
lide. These diseases did not conform to the 
picture of the true cutaneous infiltrates, but 
Darier called attention to certain features 
that these disorders had in common: namely, 
a tendency to spontaneous cure; a benign 
course; wide and often symmetrical distri- 
bution; recurrence in successive crops un- 
attended with fever; and a varied histo- 
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pathologic picture often suggestive of tuber- 
culosis. Likewise the tubercle bacillus is 
rarely findable in the lesions and animal in- 
oculations are seldom successful. 


It is well known that these tuberculides 
present a diverse and wide variety of clinical 
pictures, not infrequently more than one type 
being present in the same patient, while 
from the etiologic standpoint they have 
much in common. However, their genesis 
has been and still is a matter of much con- 
troversy. 

It was first suggested that the skin lesions 
were due to circulating toxins of the tuber- 
cle bacillus elaborated in foci elsewhere in 
the body. This hypothesis led to these dis- 
orders being designated for a time as the 
toxituberculides. 

Later the theory was offered that these 
cutaneous manifestations were produced by 
dead organisms or those of attenuated viru- 
lence, which accounted for the lack of the 
characteristic histologic picture of tubercu- 
losis. 

In 1914, Rist and Rolland presented an 
hypothesis of the tuberculides which has 
been rather generally accepted. They stud- 
ied the reaction of the skin of tuberculous 
guinea pigs to reinfection with large num- 
bers of tubercle bacilli. Special attention 
was paid to the histologic aspects of the re- 
inoculated lesions and the behavior of the 
tubercle bacilli in them. When the reinocu- 
lated guinea pig was under the influence of 
a pre-existing tuberculosis the reinfection 
always manifested itself as an acute hemor- 
thagic inflammation with necrosis. The 
tubercle bacilli in these lesions all died off 
in a short time. From these investigations 
they concluded that the tuberculides were 
due to tubercle bacilli of the usual viru- 
lence, but that the affected individual, as the 
result of a previous visceral tuberculosis, had 
developed in the skin a state of allergy 
toward the tubercle bacillus. As a result the 
organisms when carried from the visceral 
focus to the skin by way of the blood stream 
are rapidly destroyed by the sensitive skin. 
According, then, to the rapidity of the de- 
struction of the tubercle bacilli a histopatho- 
logic picture is produced which varies from 
one of typical tuberculous structure to a 
purely nonspecific inflammatory one. Fur- 
thermore the destruction of the bacilli by 
this method is held to account for the spon- 
taneous healing of the tuberculides and the 
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infrequency with which the organisms are 
found in the lesions. 

Approximately twenty-five cutaneous dis- 
orders are now classed as tuberculides but 
in the majority of these the relationship is 
mainly theoretical, little evidence having 
accumulated to warrant such an association. 

With others a tuberculous origin, at least 
in many instances, is demonstrable and it is 
to this small group that we wish to con- 
fine ourselves. Four diseases are generally 
accepted as proven tuberculides and two 
others are of such general interest and have 
at least a debatable relationship to tubercu- 
losis, that they will also be considered. Ery- 
thema induratum, lichen scrofulosorum, the 
papulonecrotic tuberculides (including acni- 
tis and follicles) and the saroids are accepted 
as tuberculides. Lupus erythematosus and 
erythema nodosum at least in numerous pa- 
tients have an undeniable association with 
tuberculosis. 

Erythema induratum is a chronic recur- 
ring disorder, involving by predilection the 
calves of young persons, more especially stout 
girls. The condition begins with the ap- 
pearance of one or several deep seated nod- 
ules located in the hypoderm, which extend 
to the surface and either undergo necrosis 
producing ulceration or absorption and 
atrophy. They are bluish red in color and 
are as arule painless. The eruption is usu- 
ally symmetrical and at a given time various 
stages of evolution, with atrophy and scar 
formation from previous lesions, may be 
present. Often a tuberculous focus can be 
demonstrated. A granuloma with giant and 
plasma cells has repeatedly been reported. 
In spite of the fact that usually inoculation 
experiments are negative and the presence 
of the organism difficult to demonstrate, at 
least the most common type of erythema in- 
duratum, is thought to be due to the tuber- 
cle bacillus. The nodules and ulcers must, 
of course, be differentiated from late syphi- 
lides, a difficult task when no other signs of 
syphilis are present. Rest and general sup- 
portive treatment are definitely indicated. 
The water cooled ultra-violet lamp locally 
and tuberculin injections have both proven 
extremely valuable in the treatment of ery- 
thema induratum. 

Lichen scrofulosorum occurs usually in 
young tuberculous subjects, between the pe- 
riod of infancy and puberty. It is charac- 
terized by large or small irregularly round 
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groups of millet seed to pinhead sized pap- 
ules which are firm in consistency and often 
surmounted with fine scales. The course of 
the eruption is slow, involution usually oc- 
curring in several months. Recurrences are 
frequent. The diagnosis ordinarily is not 
difficult as the lesions are often typical and 
many times represent a sequel to infectious 
diseases, especially measles, in tuberculous 
children. 

The papulo-necrotic tuberculides and their 
related manifestations, acnitis and folliclis, 
occur as follicular papules or small nodules 
of granulomatous consistency. The papulo- 
necrotic type are pinhead sized discrete acu- 
minate reddish papules which involve the hair 
follicles particularly on the extremities and 
buttocks. Vesiculopustular lesions super- 
vene, crusting takes place, with the forma- 
tion of a necrotic papule. The life cycle of 
an individual lesion is from four to eight 
weeks. The lesions of acnitis are pinhead 
sized or larger, brownish-red papules, which 


occur on the face and have a tendency to 


group arrangement. The papules are indo- 
lent, but involution finally occurs, with re- 
sultant pigmentation and atrophy. The le- 
sions of folliclis resemble both papulo- 
necrotic tuberculides and acnitis, but are 
more superficial, complete their cycle in from 
four to six weeks and have as their favorite 
sites the hands, forearms, feet and legs, 
although the face may be attacked. Acnitis 
and folliclis frequently coexist. A large 
number of patients presenting this form of 
tuberculide, have demonstrable foci of tuber- 


culosis, although Guy believes that clinical 


papulo-necrotic tuberculides in certain cases 
are the result of the dissemination of feebly 
pathogenic non-tuberculous organisms, from 
different foci of infection. The treatment 
consists almost entirely of general tonic and 
supportive measures. Both tuberculin and 
arsphenamine have been successfully em- 
ployed in the recurrent types. 

Two varieties of sarcoid which are re- 
lated to tuberculosis have been described: the 
multiple benign type of Boeck and the sub- 
cutaneous sarcoid of Darier-Roussy. Often 
a third and fourth variety are referred to, 
but the erythema induratum-like sarcoid of 
the extremities is identical with erythema in- 
duratum and the Spiegler-Fendt non-tuber- 
culous type, composed histologically mostly 
of round cells, resembles closely the lympho- 
blastomata. The disorder originally de- 


scribed by Boeck occurs as nodules, papules 
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and infiltrating plaques, presenting especially 
on the face, upper back and extensor sur- 
faces of the arms. The color of the early 
lesion is bright red, later becoming darker 
and finally a yellowish-brown. They may 
be few or numerous, are round or oval and 
rather firm to palpation, often associated 
with peripheral telangiectasia and occasion- 
ally with slight desquamation. The plaques 
are similar to the nodules except that they 
occupy the entire thickness of the skin. The 
group described by Darier-Roussy develop 
slowly from deeply situated oval nodules, 
and are most often found on the trunk. They 
vary greatly in size and number, and in color 
are usually bluish-red. After attaining the 
size of a large bean or walnut they remain 
stationary. The chief clinical manifestations 
of sarcoid occur in the skin although other 
organs may be invaded. Lesions have been 
found in the nasal mucous membrane, ton- 
sils, lymph nodes, spleen, kidney and liver. 
Sarcoid is essentially a disease of adult life 
and is generally accepted as a constitutional 
disease, with marked cutaneous manifesta- 
tions. Boeck and others feel that it is caused 
by a non-virulent variety of bacillus tuber- 
culosis. The occasional involvement of the 
hematopoietic system suggests a relationship 
to the malignant lymphodermata. 

Lupus erythematosus is encountered more 
frequently than any of the accepted tuber- 
culides, which fact, together with its con- 
troversial etiologic relationship to tubercu- 
losis, makes it a subject of decided impor- 
tance to those interested in the protean mani- 
festations of tuberculosis. Lupus erythema- 
tosus can be defined as an acute and chronic 
disease of the skin characterized by the ap- 
pearance of erythematous scaling patches of 
varying sizes and shapes, which lesions pro- 
gressively enlarge, producing atrophy and 
scar formation. Two varieties are usually 
seen, the fixed or discoid and the acute dis- 
seminated form. Although lupus pernio and 
the telangiectatic type are recorded, they are 
exceptionally rare. 

The discoid or localized variety is most 
frequently seen, especially in women, and in- 
volves the face, scalp and ears. Extracapi- 


tal lesions may appear and are ordinarily 
found on the dorsal surface of the hands 
and fingers. The first lesion is a bright red 
papule which does not blanch entirely on 
pressure, coin shape and size, and charac- 
teristically often makes its appearance over 
Symmetri- 


one or both malar prominences. 
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cal extension often occurs involving the skin 
over the nasal bridge and producing the but- 
terfly configuration which is so characteristic 
of lupus erythematosus. The other striking 
diagnostic feature is the grayish or yellow- 
ish, slightly greasy scale which upon removal 
reveals the typical dilated follicles and whose 
under surface is studded with minute carpet- 
tack-like projections. As the border ad- 
vances, the center becomes depressed, pale 
and finally atrophic. The eruption may be- 
come generalized, but this is not the rule and 
the course of this type is slow and progres- 
sive. Involvement of the mucous mem- 
branes of the lips and mouth, especially the 
buccal surfaces, can be found in 20 to 25 
per cent of the cases so examined. The le- 
sions are essentially the same, differing main- 
ly because of the moist surface. In all le- 
sions of this form the subjective symptoms 
are slight. The discoid variety is erratic in 
its course, but always persists for years, 
without interfering appreciably with the gen- 
eral health of the patient. The disease may 
remain comparatively stationary or rapid ex- 
tension of the border may take place. Oc- 
casionally the acute disseminated type occurs 
during the course of the fixed form, when 
the lesions of the face become acutely in- 
flamed, with the resultant development of 


‘cutaneous lesions elsewhere and associated 


general symptoms, but more commonly pre- 
sents as a primary systemic disorder accom- 
panied by serious constitutional symptoms. 
The skin picture begins as erythematous 
patches involving the face with much edema, 
often resembling erysipelas. Soon the le- 
sions take on the characteristic features of 
erythema multiforme type of eruption with 
symmetrical and mucous membrane in- 
volvement. The temperature is elevated, 
arthritic and gastro-intestinal symptoms su- 
pervene and the patients are acutely ill. Re- 
missions and exacerbations follow with a 
fatal outcome anticipated. 

In the past the etiology of the acute dis- 
seminated form of lupus erythematosus has 
been generally held to be tuberculosis. The 
presence of tuberculous disease has been 
noted in as high a percentage as 70 of those 
afflicted, but no convincing proof has been 
produced to definitely class this form as tu- 
berculous in origin. Recently Mook and 
others have felt that some toxic factor other 
than tuberculosis is responsible for this form 
of tuberculosis. The discoid variety has 
heen less satisfactorily proven to be of tuber- 
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culous origi, in spite of the voluminous 
statistics revealing the presence of that dis- 
ease in large numbers of patients suffering 
with lupus erythematosus. On the other 
hand it is well known that lupus erythema- 
tosus is comparatively rare in institutions 
for patients suffering with pulmonary tuber- 
culosis. A relationship with tuberculosis, 
however, can not be denied, but recent obser- 
vations suggest that the disease is of toxic 
origin, the nature of which is unknown, but 
most likely from various sources. External 
irritation and local injury, such as persistent 
benign dermatoses, traumatism and undue 
exposure to sunlight furnish the exciting 
causes. Circulatory changes are also known 
to play a part. It is the writer’s opinion 
that the role of sunlight and more recently 
artificial phototherapy, upon a prepared soil, 
is a factor which more careful investigation 
will reveal to be of greater importance than 
any other external irritant. . 

The treatment of the disseminated form 
is unsatisfactory, for in spite of therapeutic 
assistance the outcome is often fatal. Roent- 
gen rays to the deeper glands have been em- 
ployed with good results in a few cases. The 
prognosis is always bad. The inauguration 
of therapy in the discoid type should be pre- 
ceded by a careful search for foci of 
infection, as many early cases have been 
cured when evident foci have been removed. 
The vast majority of cases of erythematous 
lupus presents a difficult therapeutic prob- 
lem. Since the introduction of the intra- 
venous administration of gold compounds in 
the treatment of tuberculosis, this problem 
has been simplified but by no means re- 
moved. Gold and sodium thiosulphate is 
the drug of choice in this country and while 
individual reports differ widely concerning 
the therapeutic response, more than 50 per 
cent of the cases cautiously treated have 
been benefited. Complete and probably per- 
manent cure has been accomplished in many 
cases but the use of the drug is not without 
danger, for serious reactions have followed 
carefully controlled gold therapy. The re- 
cent tendency is to diminish the size of the 
dose administered, together with the em- 
ployment of all possible precautionary meas- 
ures. While it is as yet difficult to exactly 
estimate the value of gold in the treatment 
of lupus erythematosus the addition of this 
weapon to our therapeutic armamentarium 
has been the first successful attack we have 
had to offer for the treatment of a rebellious 
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and disfiguring disease. Tuberculin is defi- 
nitely contra-indicated, for experience has 
taught that unpleasant results follow its use 
in either diagnosis or treatment. 

It is obvious from what has been said 
above that older methods of treatment have 
been unsatisfactory. This applies to both 
internal and local measures, of which there 
are no end. Carbon dioxide snow and 
roentgen therapy head the list of local meas- 
ures. Radium, X-rays and phototherapy are 
dangerous agents and where success has fol- 
lowed their use the improvement has been 
the result of good fortune, rather than the 
result of rational therapeutic indications. 
Carbon dioxide snow, liquid air and other 
stimulating and mildly destructive agents are 
helpful in eradicating a small lesion or two, 
but in so capricious and erratic a disease, 
cure in most instances can not be attributed 
to such simple procedures. Because of the 
constant recurrences and relapses which 
characterize a disease concerning which the 
genesis is so little known, a favorable opin- 
ion with regard to the ultimate outcome can 
never be safely given. 

The relationship between erythema nodo- 
sum and tuberculosis rests on even less con- 
vincing evidence than does the association of 
lupus erythematosus and tuberculosis. How- 
ever, sufficient clinical data have accumulated, 
especially abroad, to establish an association 
and to require us to regard, at least many 
cases of erythema nodosum as tuberculides. 
Erythema nodosum is usually ushered in 
with mild constitutional symptoms and is fre- 
quently associated with arthritic pains. The 
lesions occur on the legs anteriorly, although 
the thighs, upper extremities, trunk and face 
may be involved. They are nodular in shape 
and vary in size from a pea to a hen’s egg. 
Likewise the color varies from pink to livid 
blue. Tenderness on palpation is the rule. 
Spontaneous involution occurs in a few 
weeks, with a gradual change in color, such 
as follows a contusion. Like erythema in- 
duratum, from which it must be differen- 
tiated, it is more common in young women. 
Furthermore, in its clinical course it close- 
ly resembles erythema multiforme, both 
of which conditions not infrequently occur 
in the same individual. It is generally re- 
garded as an infectious process either focal 
or upper respiratory, the association of rheu- 
matoid pains lending support to this belief. 
Numerous investigators on both sides of the 
controversy have offered statistical, experi- 
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mental and clinical data to prove that ery- 
thema nodosum is or is not of tuberculous 
origin. Whatever our belief, one can not 
ignore the vast amount of clinical informa- 
tion which has accumulated purporting to 
classify this disease as a tuberculide. The 
finding of other manifestations of tubercu- 
losis, either before, during or after the at- 
tack, has so impressed many with the rela- 
tionship which exists between the two con- 
ditions, that they are led to the opinion that 
the only missing link to prove a definite 
connection, was the demonstration of the 
tubercle bacillus. 

For the attack little treatment is required. 
The usual therapy for acute infection with 
rest in bed, if practical, relieves the symp- 
toms and shortens the course of the disease. 
However, in the light of what has been said 
and if we accept the relationship to tuber- 
culosis in only a proportion of the cases, 
treatment should be different. It should be 
more prolonged than has been the custom, 
rest in bed should be insisted upon and open 
air methods of treatment and extra feed- 
ing should be employed. Every patient with 
erythema nodosum should be carefully ex- 
amined and observed for other foci of tu- 
berculosis. 

While it is important to differentiate the 
tuberculides from similar cutaneous mani- 
festations it is apparent that the chief diag- 
nostic interest lies in the fact that the proper 
interpretation of a relatively banal dermato- 
sis, raises the question of an associated hid- 
den focus of tuberculosis. It is often thus 
possible to recognize the disease early and 
thus prevent the serious aspects as well as 
lower the mortality rate. This applies par- 
ticularly to smaller children, in whom the 
appearance of tuberculides is regarded as an 
unfavorable prognostic sign. Frequently the 
appearance of tuberculides in the first year 
of life signifies a fatal outcome, while in the 
second year a smaller proportion of infants 
succumb to miliary tuberculosis. ‘As the age 
advances the prognosis improves, but at any 
age their appearance should serve to awaken 
distrust. Stokes recently has emphasized 
the importance of the tuberculides in general 
medical diagnosis and also has called atten- 
tion to their value in determining the effect- 
iveness of surgical procedures for extirpa- 
tion of a tuberculous focus, also in the 
detection of a tuberculous focus in eye con- 
ditions and in unraveling obscure ill health 
in women the recognition of the tuberculides 
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have been helpful. Stokes also believes that 
non-tuberculous septic factors are often in- 
volved in the production of tuberculides, im- 
provement often following the removal of 
the focus furnishing this accessory factor. 

To the trained, the recognition of these 
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nosis is apt to be offered from dermatitis 
to syphilis and leprosy. It is unfortunate 
that many examples of tuberculosis of the 
skin and tuberculides go undiagnosed for 
long periods of time, thereby losing the 
opportunity for an early recognition of sys- 


disorders is not especially difficult, but judg- temic tuberculosis, the most important single 
ing from past experiences most any diag- factor in the control of the disease. 
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STATISTICAL STUDY OF 951 CASES 


C. R. DAVIS, M.D.+ 
DETROIT, MICHIGAN 


An article on Mortality of Appendicitis by Dr. F. C. Warnshuis* stimulated me into 
looking into the mortality in my own cases, of which this article is a report. It was the 
high mortality which he reported for the institutions in my own city, Detroit, which ex- 
cited my interest. The mortality at the Henry Ford Hospital was given as 6.9 per cent in 
acute cases and 3.8 per cent in chronic cases; the mortality at Providence Hospital was 
given as 12.05 per cent in acute cases and 2.8 per cent in chronic cases. Dr. Warnshuis 
cited statistics from other parts of the country which as a whole show a lower mortality, 


the average being 4.23 per cent in acute 
cases and 1.68 per cent in chronic cases, in- 
cluding the Detroit group. In conclusion 
he gave a report upon his own excellent rec- 
ord. I do not propose to determine why the 
figures quoted for Detroit are high or how 
they can be lowered, but I do propose to es- 
tablish more certainly an average mortality 
rate by presenting further statistics. Fur- 
thermore, I became possessed of a desire 
to see if I could derive any good out of the 
labor required in compiling statistics. 

First, I shall present more statistics so 
that the comparison with those already cited 
and my own, which are to follow, can be 
made readily. Dr. C. McRae and Dr. F. A. 
Coller? reported a mortality of 52.6 per cent 
in general peritonitis. In 325 quiescent 
cases, the mortality was .27 per cent. Cases 
with acute exacerbation had a mortality of 
2.7 per cent. Deaver® quoted LaRogue in 
600 cases of all types as having had four 
deaths, a mortality of .66 per cent, Dr. Bat- 
tle as having had in 1,000 cases of chronic 
appendicitis a mortality of .2 per cent, and 
Dr. Gibson as having had a mortality of .72 
per cent in 555 cases of chronic appendicitis. 
In another article Deaver* quoted a list of 
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his own cases. In his list there were 561 
chronic cases with four deaths or‘a mortality 
of .77 per cent; in 356 cases of acute ap- 
pendicitis there were eight deaths, which 
made the mortality 2.2 per cent. In addition, 
there were three cases on which he did not 
operate, all of which died. In a long series 
of cases, reported year by year, Deaver® gave 
his results in 5,488 cases. The mortality for 
the whole series was five per cent. The 
mortality ranged from 19.2 per cent, the 
highest for a single year, to 2.5 per cent, the 
lowest for a single year. In the most re- 
cent years the mortality ran 4.2 per cent, 
5.3 per cent, 3.5 per cent, and so on per year. 
In 1918, fifty-nine cases of appendicitis with 
abscess had eight resulting deaths, or a mor- 
tality of 11.5 per cent. In 1919, there were 
eighty-six cases of appendicitis with abscess 
with nine deaths or 10.4 per cent. Dr. W. 
D. Gatch® and Dr. Donald Durman stated 
that a fair figure for the mortality in all 
types of cases of appendicitis as a whole is 
ten per cent, and then reported 205 drain- 
age cases with 9.2 per cent deaths and fifty- 
three cases that were not drained, which 
gave a total mortality percentage of 7.2 per 
cent. J. McKentry’ quoted 17,916 cases 
among British and American surgeons as 
having had a mortality of six per cent He 
also stated that sixty per cent of the total 
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deaths have been due to diffuse peritonitis. 
Carl E. Black® gave a summary of 83,144 
cases in which the average mortality was 
4.1 per cent. Dr. Black’s summary of cases 
and the corresponding mortality were di- 
vided as follows: 














Chronic .99 per cent 
Acute ... 4.83 per cent 
Suppurative 10.15 per cent 
Spreading peritonitis -............... 2.19 per cent 
Gangrenous 8.73 per cent 


No general peritonitis cases were re- 
ported. From over 115,000 cases so far 
summarized, it appears that the mortality in 
operations for chronic appendicitis should be 
less than one per cent. A fair average for 
all cases is slightly over four per cent, for 
drainage cases around ten per cent or eleven 
per cent, for general peritonitis cases it 
should be high, around fifty per cent, as I 
consider the figures of Dr. C. McRae and 
Dr. F. A. Coller sufficiently representative 
so that further figures on the mortality in 
general peritonitis are unnecessary. I now 
feel safe in saying that any mortality in all 
groups of cases below two per cent is very 
low and any mortality above six per cent 
for all groups of cases is rather high. The 
Detroit figures of Dr. Warnshuis are above 
the average. 

Now that we have some figures for com- 
parison, I shall give an analysis of my own 
cases. There were 951 consecutive cases in 
the series, which covered a period of about 
twelve years. Thirty-two cases in this series 
died, a mortality rate of 3.36 per cent. The 





























following pathological conditions were 

found: 
Chronic 210 
Interval ....... ” 50 
Subacute 36 
Acute catarrhal 223 
Acute gangrenous 306 
Perforated 136 
Acute suppurative 139 
Appendicitis with abscess ........-..------.--0-+++ 99 
Spreading peritonitis ... 41 
General peritonitis 26 
General peritonitis with abscess............ 9 


Many of these groups overlap. For in- 
stance, the pathologist’s report on one ap- 
pendix may read acute and chronic appendi- 
citis, on another purulent and gangrenous, 
and again an appendix may be gangrenous, 
purulent, and ruptured. An abscess and 
general peritonitis may coexist. In this 
group there are seventy-six cases of spread- 
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ing peritonitis, general peritonitis, and gen- 
eral peritonitis with abscess. Of the thirty- 
two deaths, twenty occurred in general peri- 
tonitis and five in spreading peritonitis, 
making a total of twenty-five deaths in cases 
of peritonitis, a mortality of 32.89 per cent. 
If general peritonitis.alone is considered, the 
mortality is 57.14 per cent, but it is very dif- 
ficult to be sure as to whether the case is 
spreading peritonitis or if general peritonitis 
already exists, for which reason I think it is 
better to classify all types of free peritonitis 
together. One death occurred among the 
chronic cases. In this case I divided many 
firm adhesions of the omentum, and about 
the duodenum, stomach, and small bowel. 
The patient died of general peritonitis. Two 
deaths occurred in acute catarrhal cases, both 
of which cases were due to pneumonia. 
Although my figures do not differ greatly 
from those quoted by others, I have obtained 
some valuable information by arranging my 
cases into various groups. What I consider 
the most instructive grouping of these cases 
is a division into two classes: the drained 
cases and the undrained cases. In the first 
group, the drained cases, there were 229 
cases with a mortality of 27 or 11.79 per 
cent. In the second group, the undrained 
cases, there were 722 cases with a mortality 
of five, or .69 per cent. Two of the cases 
in the last group I did not drain because 
I did not detect the hole in the appendix un- 
til the appendix had been opened after the 
operation, and I did not consider the in- 
volvement as severe as it afterwards turned 
out to be. This error occurred because the 
amount of free thin fluid present in the ab- 
domen was so small that I doubted the real- 
ity of the peritonitis. If I could do them 
again, I still would not drain. 

An interesting subdivision of the un- 
drained cases is a group composed of gan- 
grenous and suppurative appendices. In 
this group there were 181 cases. One hun- 
dred and two of this group of cases had con- 
siderable free fluid in the abdomen, and sev- 
enty-nine had no free fluid. There were no 
deaths in this group. This group of cases 
furnishes quite convincing evidence that to 
“drain when in doubt” is not the proper pro- 
cedure, and it is this type of case which 
often causes doubt. It is my belief that the 
dictum should be “when in doubt do not 
drain.” 

While statistics serve as a useful guide to 
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surgeons, they are generally looked upon as 
dry entertainment. I have found, however, 
that I, at least, have learned a great deal 
through this compilation of figures. Fur- 
thermore, since the mortality in the un- 
drained cases was only .69 per cent, and the 
mortality in the drained cases was 11.79 per 
cent, if the mortality in appendicitis cases 
which come to me is to be lowered, I must 
either operate upon them before drainage is 
necessary, or change my procedure in the 
handling of general peritonitis. I prefer to 
get the cases before the peritonitis has be- 
gun. In an effort to get my cases of appen- 
dicitis early and in order that I may be 
stimulated to operate upon mild cases of ap- 
pendicitis, I now tell my patients that the 
proper time for removal of the appendix in 
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cases of appendicitis is the first day of the 
first attack. 
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CHRONIC HEREDITARY EDEMA* 


REPORT OF AN UNUSUAL CASE 


DAVID B. DAVIS, M.D.+ 
GRAND RAPIDS, MICHIGAN 


Numerous cases of chronic hereditary edema have been reported since Milroy’s* orig- 
inal description in 1892, with little addition to our knowledge as to the etiology of the 


disease. 


The reporting of this case does not in any way solve the problem, but it is be- 


lieved that it adds two entirely new observations. 

Probably the most complete review of the causal factors was given by Hope and 
French,’ in 1907. They observed that the “cardiac, pulmonary, renal and hemic causes 
can be rapidly excluded, and that myxedema, though possibly a real difficulty in some 


cases, can usually be excluded by the nor- 
mal conditions of the rest of the body, by 
the presence of the thyroid gland, by the 
fact that the edema is real and not merely 
apparent, and by the fact that the adminis- 
tration of thyroid extract does not amelio- 
rate the condition of the legs.” They men- 
tioned the local causes, such as venous ob- 
struction or thrombosis, lymphatic obstruc- 
tion and vasomotor disturbances. No one, 
however, has ever been able to find any evi- 
dence of venous obstruction and, although 
Weber’ mentions lymphatic obstruction, I 
believe that that, too, can be eliminated by 
the observations of Higgens,’ Rolleston’ and 
the case here reported, because the edema 
entirely disappears on prolonged rest in bed, 
which is not true of filarial elephantiasis 
and septic lymphatic elephantiasis. The 
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theory that the vasomotor nerves play a part 
in the cause of the edema can not be so 
easily discarded, and Milroy,” in his second 
paper, considered the theory as a possible 
explanation. 


The pathologic alterations in the skin and 
subcutaneous tissues have been described for 


the first time in a recent article by McGuire 
and Zeek.” 


CASE REPORT 


A white man, single, aged thirty-six years, entered 
the Temple University Hospital in October, 1931, 
complaining of pain and swelling of the stump of 
the left leg, on wearing an artificial limb. 


Family history —The patient has two living broth- 
ers, who, since childhood, have each had a swelling 
of both legs to the knees. His mother and maternal 
grandmother had a similar swelling of the legs all 
their lives. 


Past health—There was nothing of significance in 
the past health other than the swelling of the right 
leg, which he had had as long as he could remember, 
and the amputation, by a train, of the left leg, at the 
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age of thirteen. Since the amputation he has worn 
an artificial leg. 


Present illness—On December 15, 1930, the stump 
of the left leg suddenly began to ache. The aching 
continued for three days and, a few hours after its 
onset, was accompanied by paroxysms of sharp pain. 
With the attacks of sharp pain, he experienced nau- 





Fig. 1. Note the edema from toes to knee on right 
and from stump to midthigh on left. 


sea, vomiting, chills and a fever of 102. About eight 
hours later, it was noted that the left leg had become 
red and swollen from the end of the stump to mid- 
thigh. After having been confined to bed for five 
days, the swelling and redness, as well as the general 
discomfort, entirely disappeared; so he got up, ad- 
justed his artificial leg, and proceeded to go about as 
usual. A few hours later the swelling returned and 
with it pain, the latter being apparently due to the 
upper constricting band of the artificial limb. After 
another trial or two, he discarded the appliancé and 
began to walk with the aid of crutches. Two weeks 
from the time of onset, the swelling of the left leg 
had all the characteristics of the right. The swelling 
was enormous, particularly if he remained in a verti- 
cal position all day, but would recede slightly each 
night, though never entirely subside unless he re- 
mained in bed for from four to five days. 

In April, 1931, a periarterial sympathectomy was 
performed on the left femoral artery, presumably 
with the idea in mind that the pain caused by the 
wearing of the artificial limb could be relieved, 
although the edema might not be controlled. The 
procedure relieved neither the pain nor the swelling. 

Since that time he had been given “electrical treat- 
ments” and had taken various drugs, with negative 
results. 


Examination: General—The patient’s height was 
67 inches and his weight 114.5 pounds. Temperature 
was 97 F., pulse 88, respirations 20 and blood pres- 
sure, 120/78. There were no abnormal findings on 


examination of the eyes, neck, throat, chest or abdo- 
The right leg pre- 


men. The arms were normal. 
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sented a hard, white, painless, pitting edema that 
extended from the toes to the knee. Except for lo- 
cation, from stump to mid-thigh, the edema of the 
left leg was the same as that of the right. The 
skin of both legs was brawny (Fig. 1). 


Laboratory examinations—Summary of the find- 
ings: 

Urine, normal. 

Phenolsulphonephthalein test, normal function. 

Microscopic examination of the blood, negative. 

Coagulation time of the blood, normal. 

Blood chemistry: sugar, 91.3; uric acid, 2.7; urea, 
22.0; creatinin, 1.3; calcium, 11. 

Kahn and Wassermann tests, negative. 


Roentgen-ray examinations—The examinations of 
the entire spine, pelvis and both legs were negative. 


Skin tests—Although the history indicated that 
the edema was not of an angioneurotic type and 
the family history was negative for all types of 
allergy, it was deemed wise to test the patient with 
the commoner types of food, by the intradermal 
method. These tests were negative. 


Progress notes——The patient was kept in bed con- 
tinuously, on two different occasions. After the 
first period of bed rest had lasted for five and one- 
half days, the edema of both legs had entirely dis- 
appeared. He then was permitted to be up and 
about the ward, during the day, for the next ten 
days. Throughout this period the edema persisted, 
although it tended to recede slightly each night. On 
the eleventh day he returned to bed for a continu- 
ous period of rest, and four days elapsed before the 
edema again entirely disappeared. 


COMMENT 





The edema of the right leg presents the 
picture of the classical descriptions of Mil- 


roy* and Meige.* From the literature, one 
would expect the edema of the upper part of 
the left leg to have appeared after the ampu- 
tation (trauma); instead, it followed an 
‘acute attack” twenty-three years later. Mil- 
roy,’ in his second paper, stated that he had 
had no experience with the “acute attacks,” 
but others”* have described them and be- 
lieved that they had some definite relation 
to the onset of the edema. 

It has been reported that the edema re- 
cedes slightly each night though never en- 
tirely. In this case, however, on two dif- 
ferent occasions the edema entirely disap- 
peared after a period of bed rest for four 
to five days. This observation would also 
tend to discount the surmise of F. P. Weber® 
and others, when they mention lymphangitis 
and lymphatic obstruction as possible causal 
factors. 

A local disturbance of venous origin has 
been suggested as a possible explanation of 
the edema, but this has never been substan- 
tiated by any clinical evidence. 

It is of interest to note that the peri- 
arterial sympathectomy relieved neither the 
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pain nor the edema. The pain, however, 
was present only when the patient wore an 
artificial limb, and so cannot be said to be 
directly related to the edema. 


SUMMARY 


I. The only known case of chronic hered- 
itary edema to appear in the stump of an 
amputated leg is presented. 

II. The edema of the left leg followed an 
“acute attack”’ twenty-three years after am- 
putation (trauma). 

III. Periarterial sympathectomy on the 
left femoral artery was tried, with negative 
results. 
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THE USE OF SODIUM AMYTAL AND AVERTIN IN 
OBSTETRICS* 


W. C. ELLET, M.D.+ ~ 
BENTON HARBOR, MICHIGAN 


The quest for painless childbirth has been going on for ages, with expectant mothers 


seeking physicians who can offer relief, and physicians seeking methods which will prom- 
ise relief compatible with safety to the mother and child. There is a definite demand 
on the part of the patient that she have every aid to make the ordeal as comfortable as 
possible; on the part of the physician, there is that desire to accede to this request, not 
only from the humanitarian urge to abate pain, but also to avoid the attendant confusion 
and excitement usually associated with delivery. We believe this latter element is re- 


sponsible for accidents of birth more than 
any other single factor. The distress of the 
woman in labor, while registering to a de- 
gree on the obstetrician, has a far more dis- 
astrous effect on the family, and, if in the 
hospital, on other cases in the maternity sec- 
tion, with the result that the attending physi- 
cian under such stress feels called upon to 
hurry the procedure, when the patient would 
deliver herself if quieted and left alone. 
Though Nature has, unquestionably, pro- 
vided mechanism in the form of pressure 
analgesia along the birth canal, and amnesia 
from cerebral congestion, brought about by 
the bearing down efforts of the normal case, 
yet we have to contend with the fears and 
apprehensions of the parturient woman in- 
creased by superstitions, stories and fictions 
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of new life and even the dramatic tales of 
the doctors. Such things as these and lack 
of mutual understanding between husband 
and wife create loss of confidence in the 
doctor, with the result that fears and ap- 
prehensions are exaggerated,-and the patient 
may become practically uncontrollable at 
delivery. 

It has always been our contention that 
with the first visit of the pregnant woman 
to her doctor, anesthesia really starts. The 
art of obstetrics is closely interwoven with 
the practice of neurology, as all of us realize 
that extraneous influences can wreck entirely 
the most skillful technic, so that a mental 
hold over his patient is a necessity to the ob- 
stetrician. Variations in individual nervous 
constitutions make standardization of men- 
tal methods impossible, so we have been led 
to seek methods which can be used routine- 
ly; to reinforce the normal protection from 
fear and pain, and to protect from external 
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influences the operative and “high-tensioned”’ 
case. 

Therefore to have a routine anesthesia 
that approaches the ideal it must relieve ap- 
prehension and pain, not interfere with uter- 
ine contractions or stop the normal mech- 
anism of labor, allow a certain amount of 
voluntary cooperation from the mother, be 
equally safe for fetus and woman, efficient, 
and simple to administer for the physician. 
With these factors in mind we have run a 
series of cases, with no attempt to single out 
or except any types, but have used the meth- 
ods as herein outlined in all cases admitted 
to our service in the hospital. 

Our previous experience with sodium 
amytal, the sodium salt of iso-amyl-ethyl- 
barbituric acid, to relieve fear and apprehen- 
sion was very satisfactory, but pain was not 
relieved even in larger doses, so we felt that 
avertin, tribromethanol in amylene hydrate, 
which we had used routinely as a basic anes- 
thesia in surgery and knew its results in 
stopping pain, was a good drug to combine 
with the sodium amytal. 

Although we had used these preparations 
separately in previous cases, and in combi- 
nation for surgical cases, yet the fear of 
drug absorption by the fetus was our great- 
est worry when we first started this work. 
To make sure of our ground in the first 
cases small doses were used. With the aid 
of the staff anesthetist, Priscilla Barbary, 
R.N., who administered the avertin, and col- 
laborated in this work, the procedure was 
outlined as follows: On admission the pa- 
tient received six grains of sodium amytal 
by mouth, regardless of the stage of labor. 
Rectal examination was then done, and if 
labor was not far advanced, and the rectum 
filled, the usual cleansing enema was or- 
dered. Retention of the enemata retards 
absorption of the avertin so that we prefer 
this preparation several hours in advance of 
such administration. The avertin was to be 
given when the head was engaged and dila- 
tation nearly complete. 

The first case, Mrs. K., a primipara aged twenty- 
four, was admitted shortly before 11:00 A. M., 
with pains every five minutes, not severe, and re- 
ceived the sodium amytal by mouth. Rectal exami- 
nation at 12:30 showed dilatation complete, mem- 
branes not ruptured and pains coming every two 
minutes. The avertin was administered 40 mg. per 
kilo, 2.2 c.c. of avertin fluid to 88 cc. of water. 
The mixture was prepared in the usual manner, as 
advised by the manufacturer, viz., the water first 


heated to about 104 degrees in a clo8ed flask, the 
avertin fluid added from a pipet and thoroughly 
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mixed by shaking. The solution then tested with 
Congo-red, one or two drops of 1:1000 in 3 cc. of 
the mixture. Development of the pure orange red 
color is the normal reaction, blue or violet is a sign 
that the solution has decomposed and should not be 
used. Following the test the mixture was then slow- 
ly injected into the rectum between pains, much in 
the same manner as the technic in Gwathmey’s 
ether-oil instillation. 


In this our first case the dose used was 
practically two-thirds the suggested dosage 
for obstetrical cases because of the previous- 
ly administered sodium amytal. Given at 
1:10, about an hour and a half following the 
sodium amytal on admission, the patient 
within a few minutes became very drowsy, 
arousing with pains, which continued every 
two minutes, to cooperate and bear down. 
The blood pressure was carefully watched, 
and showed relatively no change. Mem- 
branes were ruptured manually at 1:50 with 
the head beginning to crown, and the child 
delivered at two o’clock with good color and 
spontaneous respirations. There were no 
perineal laceration, no hemorrhage, the fun- 
dus contracted normally, and the patient re- 
turned to her room in good condition, sleep- 
ing lightly for a period of two hours. Con- 
versation with the patient the next day re- 
vealed that she remembered nothing after 
leaving her room where the avertin was ad- 
ministered. | 


The next case of interest in which we increased 
our knowledge, dosage and technic was another 
primipara, Mrs. S., aged twenty-one, who was ad- 
mitted at 3:45 P. M. with pains every twenty min- 
utes, a very nervous type of case. The usual six 
grains of sodium amytal by mouth was adminis- 
tered. The rectal examination showed only a thin- 
ning of the cervix with no dilatation, and position 
could not be determined. One hour after admission, 
because pains were weak and ineffective, six grains 
of quinine were given. Three hours after admission, 
the cervix admitted one finger, pains were irregu- 
lar, and the diagnosis of occiput-posterior was 
made. Sodium amytal was reordered and a plan 
of waiting was decided, with the sodium amytal or- 
dered, grains three, every three hours. At 6:30 
A. M., 15 hours after admission, the pains were 
every two to three minutes, very severe and the pa- 
tient complaining, so the fifth dose of sodium amy- 
tal was doubled, making a total of 18 grains since 
entrance. The patient quieted and would sleep be- 
tween pains. Examination showed three fingers dila- 
tation. At 9:15 A. M. rectal examination showed 
the patient to be nearly completely dilated with the 
anterior cervix thin, and no rotation of the occiput- 
posterior. Three c.c. of avertin fluid or 50 mg. 
per kilo were given in 120 c.c. of water, after the 
manner previously described, and within a few min- 
utes the patient was sound asleep. A version was 
done with forceps on the aftercoming head. Al- 
though we had increased the avertin dosage over 
the previous cases, it was necessary to supplement 
this case with drop ether, forty minutes after aver- 
tin was administered. There was no post-partum 
hemorrhage, the child was normal, and no asphyxia, 
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and there had been no change in the fetal heart tone 


during the labor. Within three hours, the patient 
awoke from sleep, refreshed following nineteen 
hours of hard labor, of which she could recall only 
the most vague details of her first few hours in the 
hospital, and felt that having a baby was a simple 
procedure. 


The next seven cases following this we 
finally settled on the figure of 60 mg. per 
kilo of body weight, as the standard dose to 
follow for the avertin, and the sodium amy- 
tal was given three grains, every three 
hours, after the initial dose of six grains. 
We decided to use milk with the watery so- 
lution of avertin in order that any expulsion, 
within the first 15 minutes following admin- 
istration, could be recognized from the am- 
niotic fluid and urine. 

Previously, in the use of sodium amytal 
only, we had many cases of excitement dur- 
ing the later stages of delivery when pains 
became severe, but this entirely disappeared 
with the administration of avertin, the pa- 
tient becoming quiet and did not react to 
interfere with delivery. All types of cases 
were encountered; one multipara in which 
six years previously we used Gwathmey’s 
anesthesia with unsatisfactory results, in 
that she became unmanageable, responded to 
the sodium amytal and avertin combination 
with remarkable results. Other multiparas 
who previously had different types of anes- 
thesia were enthusiastic and none remem- 
bered any of the events in the case room. 

The need of supplementary ether in the 
operative deliveries made us feel that we 
could push the avertin dosage higher, so that 
in the next series of cases we would need no 
further anesthetic, especially if interference 
was needed. With 70 mg. as our standard, 
we met with even greater success in the sub- 
sequent cases. 

The solution charts as prepared by the 
manufacturer recommend a 2.5 per cent so- 
lution, and as near as possible we kept to 
this figure, arriving at our 70 mg. dosage by 
adding one-half the difference between the 
60 and 80 mg. dosage tables. As this made 
the preparation of the dosage relatively sim- 
ple, and the procedure routine, we advise it 
for those who are interested in following 
this method of anesthesia. 

We have not had to repeat the dosage of 
avertin, and would not care to recommend 
such procedure, relying on the sodium amy- 
tal until the cervix is dilated sufficiently to 
effect delivery by the normal mechanism or 
operation. 
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In our cases, we have not felt that at any 
time the fetus showed the effects of drug 
absorption. No manifestations of fetal heart 
changes were found during anesthesia. 
Asphyxia or stillbirth was not encountered 
in any of this series, with perhaps but one 
exception. This infant delivered by cesarean 
section, supplementary anesthesia; estimated 
two weeks premature, in a case of contracted 
pelvis, which because of a previous section 
was not allowed to go into labor. This baby 
was perfectly normal but did not cry lustily 
without a little stimulation, slept longer fol- 
lowing delivery, but required no especial at- 
tention, nursing the next day and progressed 
in a normal manner. . 


CONCLUSIONS 


1. Sodium amytal, the sodium salt of iso- 
amyl-ethyl-barbituric acid, by mouth in the 
early stages of labor does allay apprehen- 
sion. We feel that pain at this time is a 
minor factor. Six grain doses on admission 
and then.grains iti, q. 3 hrs. 

2. <Avertin fluid, tribromethanol in 
amylene hydrate, per rectum is administered 
with engagement of the head and thinning 
and dilatation of the cervix, as-at that time 
pain is a major factor, and 70 mg. per kilo 
in 2.5 per cent solution is safe and effica- 
cious. 

3. There is an apparent synergistic effect 
in the combination of these two drugs pro- 
ducing amnesia and anesthesia, with the re- 
sult that the patient recalls none of the 
events and remembers no pain. 

4. There is a noticeable relaxation of the 
perineal muscles, and we believe that cervi- 
cal relaxation is increased. 

5. We observed no cases of excitement, 
or alarming symptoms in the mother. 
6. No cases of fetal asphyxia or uterine 
inertia were found that could be ascribed to 

these drugs. 

7. We do not believe the method can be 
carried out satisfactorily in the home, feel- 
ing that the patient should be watched, 
while under the effects, of sodium amytal 
and avertin, the same as for any other gen- 
eral anesthetic. 

8. Contra-indications are the same as for 
any general anesthetic. 

9. While we admit our series is com- 
paratively small from a statistical view- 
point, yet, it is our contention that the com- 
bination of these two drugs has a definite 
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place in the field of obstetrical anesthesia. 
Further use will continue to give safety and 
alleviation to the mother, and convenience 
and satisfaction to the obstetrician, offering 
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a method of undoubted value in the pri- 
mipara, 
advantage in these being almost startling 
and the results uniformly excellent. 


“nervous” and operative case, the 
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The subject to be discussed in this paper brings forward a hardy perennial which seems to 









crop up each season, regardless of the active research relating to antirachitic agents which 
has been going on for a number of years. The abundant literature accumulating on the 
subject is ample testimony to the uncertainty which exists in regard to their selection and 
use—and to the importance of rickets as a pathologic condition throughout the temper- 


ate zones. 


A concentrate which would retain the virtues of cod liver oil and at the same time 


permit the giving of a small dose of the sub- 
stance would be welcomed by the infant, 
parents and the physicians alike. Clouse’ in 
an extensive treatise on Vitamin D passes 
over the use of concentrates in the treatment 
or prevention of rickets with the statement 
that generally cod liver oil can be given or, if 
there is a need of a concentrate, viosterol 
should be used. Physicians in private prac- 
tice do not believe that the question of con- 
centrates can be treated in such a casual 
fashion. We see too many infants who de- 
velop definite rickets in spite of the fact that 
apparently adequate doses of cod liver oil 
have been prescribed. Babies do not all take 
cod liver oil willingly in teaspoonful doses 
and some do not tolerate the fat in these 
quantities. There is also more than a 
groundless suspicion that all of these infants 
do not actually receive the amount of cod 
liver oil advised. 

The dose of cod liver oil advocated for 
prophylaxis in infants by a majority of cli- 
nicians consulted, according to a report in 
the Journal of the American Medical Asso- 
ciation? was three teaspoons (1500 to 2000 
Oslo rat units or 150 to 200 Steenbock units) 
per day. The curative dose is generally as- 
sumed to be in the vicinity of two or three 
times the prophylactic dose. In fact, Hess 
states,® “From past experience we believe we 
should not have encountered so many cases 
of incomplete protection had we given these 


+Dr. Barnes is a graduate of the University of Michigan 
Medical School, 1920. He limits his practice to pediatrics. 











children ten teaspoons daily of cod liver oil 
—in other words the presupposed equivalent 
dose of 20 drops of viosterol.” Ten tea- 
spoons of cod liver oil represent about 5000 
Oslo rat units of Vitamin D. In another 
reference* Hess refers to the equivalent of 
14 teaspoonfuls of cod liver oil as a desir- 
able dose in rickets, 7.e., about 7000 Oslo 
units of Vitamin D daily. Other dosages 
recommended in rickets vary from five to 
ten thousand Oslo rat units daily.» ®7 It is 
very evident that such amounts of Vitamin 
D in the form of cod liver oil represent 
large and generally intolerable quantities of 
the oil and make the need of some suitable 
concentrate highly desirable. 

An abundant quantity of Vitamin A is 
felt by most physicians to be fully as impor- 
tant as a sufficient amount of Vitamin D. 
Mellanby and Green,*® Sherman and Burtis,° 
Prather et al,’° all offer evidence to show 
the importance of Vitamin A in helping 
general growth, development of organs, and 
in preventing infection. Just how much Vi- 
tamin A is needed, in addition to that taken 
with the natural food of the child, may not 
be determined, but we cannot fail to believe 
it important, and consequently cannot he'p 
but favor some form of therapy which in- 
sures its presence with Vitamin D. 

Among the anti-rachitic agents which we 
must consider as concentrates are, first, vios- 
terol (irradiated ergosterol); second, con- 


centrates of cod liver oil; third, cod liver 
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oils with viosterol; fourth, fish liver oils 
themselves much richer in Vitamin A and 
Vitamin D than plain cod liver oil (viz., 
halibut or burbot liver oil); and fifth, the 
possible combination of carotin to furnish 
Vitamin A, and viosterol or a cod liver oil 
concentrate to furnish Vitamin D. 

Viosterol (irradiated ergosterol) has held 
the limelight for the past few years and has 
been markedly popularized through much 
advertising both to the layman and to the 
physician. The dramatic nature of the dis- 
covery that by irradiating a relatively inert 
substance (ergosterol) with ultra violet 
light it could be endowed with physiologic 
properties appealed to the imagination, and 
incidentally it produced a concentrate easy 
to administer in large doses. From a lab- 
oratory standpoint viosterol was justified by 
the fact that when rats were rendered ra- 
chitic by standard rickets-producing rations 
they were healed by viosterol in the same 
way as by cod liver oil. Thus, viosterol and 
cod liver oil were thought to possess identi- 
cal anti-rachitic properties when administer- 
ed in amounts representing equivalent num- 
bers of rat units of Vitamin D and has in 
consequence been popularized as a synthetic 
substitute for cod liver oil. In a study” 
which we reported in 1930 and from con- 
firming reports of others, notably DeSanctis 
and Craig’” * it became evident that vioster- 
ol was not equal, unit for unit, with cod liver 
oil in preventing and curing rickets. These 
and other reports” *° resulted in an increase 
in potency of viosterol from 100 D., 7.¢., one 
hundred times the Vitamin D value of 
standard cod liver oil as represented in rat 
units of Vitamin D, to 250 D. In spite of 
the popularity which viosterol has achieved, 
however, we have continued to feel that the 
natural antirachitic vitamin of cod liver oil 
was to be preferred. 

Recently Steenbock, who turned his pat- 
ents for the manufacture and sale of vioster- 
ol over to the Wisconsin Alumni Research 
Foundation, working with Halpin and 
others, has come to the conclusion that ir- 
radiated ergosterol is not Vitamin D as rep- 
resented in cod liver oil, and did not act to 
cure rickets in all species (1.e., chickens in 
this study) as did cod liver oil. This would 
seem to make the ultimate fate of viosterol 
somewhat uncertain and support the conten- 
tion of those who have maintained it to be 
inferior to the natural Vitamin D in pre- 
venting and curing human rickets. 
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A very common objection to the use of 
viosterol was that it contained no Vitamin 
A, so helpful in promoting growth and 
health, and that by supplanting cod liver oil 
it was robbing the infant and young child of 


this. To meet this objection and to fulfill 
the requirements of those who felt that Vi- 
tamin A and Vitamin D were mutually help- 
ful it has been offered in combination with 
cod liver oil—t.e., enough viosterol is added 
to a good grade of cod liver oil to raise the 
Vitamin D potency of the oil, as measured 
in rat units, two or three times. Our experi- 
ence three years ago” with a group of in- 
fants fed cod liver oil fortified with irradi- 
ated ergosterol led to the conclusion that 
these infants were no better off than if they 
had been given plain cod liver oil in the dose 
used. DeSanctis and Craig had a similar 
experience and now Steenbock, Halpin, et al 
report similar results. The additional bene- 
fit from adding viosterol to cod liver oil 
seems to be very slight. 

Certain fish liver oils are rich in Vitamin 
A and Vitamin D—much richer than cod 
liver oil. Halibut liver oil and burbot liver 
oil are notable among these. Halibut liver 
oil, which is offered us as a therapeutic 
agent as “haliver oil” contains about 100 
times the Vitamin A and fifteen to twenty 
times the Vitamin D of plain cod liver oil. 
While there have not been, so far as I have 
been able to determine, any reports of its 
use in clinical studies, we have every reason 
to believe that it represents Vitamin A and 
Vitamin D just as found in cod liver oil. 
Until recently no commercially satisfactory 
way had been found for extracting the oils. 
As a plain oil it furnishes an abundance of 
Vitamin A but unless proper dosage is used 
may not give sufficient Vitamin D, 7.¢., it is 
relatively so much richer in Vitamin A than 
in Vitamin D that while two minims of the 
oil furnishes as much Vitamin A as three 
teaspoonfuls of cod liver oil it will only 
furnish as much Vitamin D as is present in 
about 30 to 40 minims of cod liver oil. To 
make up this discrepancy it is offered in 
combination with viosterol. Just how satis- 
factory this will be remains to be seen. The 
exact value of viosterol is, we feel, quite 
uncertain and such evidence as we have does 
not lend support to the idea that it will aug- 
ment halibut liver oil unless given in large 
amounts. If the amounts are too large the 
danger of toxic effects of viosterol must be 
considered. 
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CHART 1. SUMMARY OF AVERAGE VALUES FOR EACH DOSAGE OF VITAMIN D 
Blood 
Vitamin D Duration of Calcium in Phosphorus CaXP Body Weight 
Units (Oslo) Treatment milligram per in milligram of infants 
Daily (Weeks) c.c. of serum per cc. of in Ibs. 
serum 
4,000 0 10.9 3.4 37.0 18.5 
2 11.6 = Be 63.9 19.2 
4 11.4 5.7 65.0 19.5 
6 11.5 6.0 69.0 19.7 
8 11.2 5.8 65.0 20.1 
10 10.9 5.9 64.3 20.2 
8,000 0 9.7 3.4 33.0 15.3 
10.8 47 50.8 15.9 
4 11.1 5.2 57.7 16.2 
6 11.0 55 60.5 16.8 
8 11.0 5.6 61.5 17.1 
12,000 0 9.5 3.4 32.3 14.4 
2 10.9 5.7 62.1 15.1 
4 11.5 5.8 66.6 15.5 
6 5 5.8 65.5 16.1 
8 10.4 5.8 60.4 16.5 





Specimens labelled as Cod Liver Oil Con- 
centrates have been available for many 
years. Nelson and Walker of the Depart- 
ment of Agriculture** in a comprehensive 
examination of twenty-nine samples of cod 
liver oil tablets, representing seventeen 
brands, found that only two contained ther- 
apeutic quantities of Vitamin A and D in the 
doses prescribed. This did not include tab- 
lets which have been recently marketed. 
However, Marcus*’ has shown that Vitamin 
A is unstable in the presence of finely di- 
vided solids so it is probable that concen- 
trates are best prepared in oil solutions or in 
capsules. Seven concentrates were assayed 
by Nelson and Walker and four were found 
to be of sufficient potency to be classed as 
concentrates, while three were found to be 
almost entirely devoid of Vitamin A and not 
to contain more than one-tenth the Vitamin 
D of cod liver oil. Munsell and Black,’* in 
their examination of a commercial product 
described as an alcohol-soluble extract of 
cod liver oil, and used in pharmaceutical 
preparations as a substitute, found it to con- 
tain no Vitamin A and calcifying properties 
no greater than cod liver oil. 

It is easy to see the reason for the old cod 
liver oil concentrates not attracting our in- 
terest. Only recently have satisfactory com- 
mercial methods for the manufacture of cod 
liver oil concentrates been found. Approxi- 
mately ten years ago Steenbock and Bout- 
well,*® Drummond and Coward,” and 
Zucker*” ** demonstrated that the fat-soluble 
vitamins could be extracted and Zucker pre- 


pared a potent Vitamin D concentrate of cod 
liver oil. Present conditions, however, are 
such that concentrates of cod liver oil which 
retain their potency, which permit the giving 
of small doses and which are not prohibitive 
in cost are available. Clinical studies of two 
of these were made during the past Winter 
and Spring with most excellent results. 
The first preparation used was a cod liver 
oil concentrate which was prepared by Dr. 
F. W. Heyl, of Upjohn Company. It con- 
tained, when diluted with corn oil and given 
in ‘a daily dose of six drops, 4,000 units of 
Vitamin D and 10,000 units of Vitamin A; 
when twelve drops were given daily, 8,000 
units of Vitamin D and 20,000 units of Vi- 
tamin A and when eighteen drops were 
given daily, 12,000 units of Vitamin D and 
30,000 units of Vitamin A. These dosage 
levels were used since it has been felt that 
two to three times as much Vitamin D is 
necessary to cure rickets as to prevent it. 
Three groups of rachitic infants were treat- 
ed, one consisting of thirteen infants, a sec- 
ond of fourteen, and a third of fifteen. They 
were carefully watched as to diet and medi- 
cation, receiving proper amounts of milk, ° 
orange juice and the cod liver oil concen- 
trate. Chart 1 shows curves made of the 
three groups giving average blood calcium 
and phosphorus and _ calcium-phosphorus 
products for each group, the determinations 
being made every two weeks. You will note 
that all dosage levels were adequate and that 
the patients were promptly cured. Individual 
consideration of the patients would show 
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that in every case the blood calcium and 
phosphorus returned to normal within two 
weeks, and some of the rickets was very 
severe. The preparation was well tolerated 
by all and the parents were enthusiastic 
about the improvement of the children, 
though treatment meant the unpleasantness 
of blood studies. It was administered with 
orange juice and while it retained the taste 
and odor of cod liver oil, being given in 
such small quantities, no distaste was noted. 
It has the very genuine advantage of per- 
mitting large dosage of Vitamin D and Vita- 
min A where necessary and represents both 
the natural vitamins of cod liver oil. 

Another group of fifteen rachitic infants 
was given “Vitamin D Milk,” 2.¢., milk 
homogenized with the Zucker cod liver oil 
concentrate, manufacture of. which is now 
controlled and tested by Columbia Univer- 
sitv. The amount used provided 1,500 rat 
units (Oslo) or 150 rat units (Steenbock) 
of Vitamin D (the Vitamin D equivalent of 
three teaspoonfuls of cod liver oil) per 
quart. The Zucker concentrate contains a 
negligible quantity of Vitamin A, hence it is 
given in a natural food rich in this necessary 
Vitamin A factor. The concentrate, when 
homogenized with whole milk is tasteless. 
It was well tolerated by the rachitic infants, 
all of whom made rapid recoveries. Some 
X-rays showed calcification beginning at the 
end of the second week of treatment. The 
objection to this method of administration 
ys that infants do not all take a quart of 
milk. The group we studied took from 
twenty-four ounces of milk with 1,125 rat 
units (Oslo) or 112.5 rat units (Steenbock ) 
of Vitamin D to one quart with 1,500 Oslo 
rat units or 150 Steenbock rat units of Vita- 
min D daily. In spite of this variation in 
dosage all recovered promptly. It may be 
necessary to provide two grades of this milk 
if it is to be used, one with 1,500 Oslo units 
or 150 Steenbock units and one with 3,000 
Oslo rat units or 300 Steenbock units of 
Vitamin D per quart. However, it is intend- 
ed to be used as a prophylactic and not as a 
therapeutic agent, though it worked very 
well in the latter role. It will undoubtedly 
come into competition with milk, which con- 
tains Vitamin D, obtained from cattle fed 
irradiated yeast. It will be interesting to see 
the outcome. Personally, while the status of 
irradiated ergosterol is so uncertain, we pre- 
fer the natural Vitamin as furnished in the 
Zucker concentrate. 
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The last mentioned concentrate concerns 
the possibility of a combination of carotin 
(pro-Vitamin A) with a Vitamin D concen- 
trate—either viosterol or the Zucker concen- 
trate. Viosterol as stated before offers con- 
siderable uncertainty for the future. The 
Zucker concentrate would provide Vitamin 
D and if we are sure of our ground as to 
the physiologic effects of these vitamin prod- 
ucts the combination seems to have merit. 


In summing up it is apparent that several 
good preparations have recently appeared on 


the market. Viosterol, the best known, pos- 


sesses undoubted calcifying properties, but 
late studies prove it not to be Vitamin D as 
present in cod liver oil and to be inferior to 
the latter in the treatment and prevention 
of human rickets. Halibut liver oil may be 
considered a natural concentrate very rich 
in Vitamin A but less so in Vitamin D. If 
the proper amounts are given so that suffi- 
cient Vitamin D is taken, no objection need 
be offered, though as yet no clinical confir- 
mation of this has been published. In such 
quantities it is expensive, but this objection 
may be met by the manufacturer. The com- 
bination of halibut liver oil with viosterol 
has less merit than the oil plain, since it in- 
troduces viosterol as a substitute for Vita- 
min D. The first cod liver oil concentrate 
reported was rich in Vitamin A and Vitamin 
D. It was very effective in curing human 
rickets, was well tolerated and should be a 
satisfactory substitute for plain cod liver oil. 
The dose can be regulated as the physician 
wishes and should be a valuable aid in the 
treatment of the disease. It offers all the 
practical advantages claimed for viosterol, 
except taste, and contains the natural Vita- 
mins A and D as found in cod liver oil. 
The Zucker cod liver oil concentrate was 
rich in Vitamin D, but contained almost no 
Vitamin A. It, therefore, is best given in 
whole milk, which is rich in Vitamin A. It 
affords an easy way to insure the adminis- 
tration of Vitamin D with Vitamin A and 
the lime salts of milk so necessary for bone 
growth. It is tasteless and retains its anti- 
rachitic potency as shown by the rapid heal- 
ing of rachitic infants when fed upon it. As 
a prophylactic agent it seems to have a good 
deal of merit, particularly if it could be of- 
fered in two grades, one with 1,500 Oslo 
units (150 Steenbock units) and the other 
with 3,000 Oslo units (300 Steenbock units ) 
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of Vitamin D per quart and at an attractive 
price. 
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When the staphylococcus albus, the streptococcus or the colon bacillus, the three most 
common types of abdominal infection, leave their normal habitat and attack the serous 
membranes of the abdominal viscera, whether it be in the form of a general peritonitis, 
or the formation of a localized peritonitis or omentitis, it usually calls for abdominal 
drainage, for they are of the pus-producing type of microorganisms. 

It does not seem to matter much whether the primary lesion is in the appendix, gall 
bladder or tube, or whether it has passed directly through the blood stream or the lym- 


phatics to the omentum, the resulting pathol- 
ogy is the same. 

A few years ago when the surgeon opened 
an abdomen and found pus in the abdominal 
cavity he was reasonably sure of obtaining 
satisfactory results, if he could establish 
proper drainage, and this would probably be 
true today if we only had the staphylococci 
and colon bacilli to deal with, but when we 
are dealing with a streptococcus the results 
are not satisfactory. 

When a drain is introduced into the ab- 
domen, certain results are constant, whether 
it be tube or gauze. There is a period, 
from twelve to twenty-four hours, of a mod- 
erately profuse serous discharge, which may 
be cloudy or perhaps blood stained. After 
this time the discharge lessens and the drain 
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ansing. 








is usually removed. If the drain is left in 
place, infection may occur due to outside 
contamination, and, quoting “Yates’”—(As 
the inflammatory condition increases, a 
fibrinous exudate is formed, and there is 
more intense local congestion and some 
edema. The serosa loses its lustre and is 
finally covered with opaque plastic fibrin. 
This fibrin persists in the presence of 
smooth drains for at least seven days.) 
Gauze, however, acts differently. The fibrin 
becomes incorporated in its meshes with an 
ingrowth of granular tissue, so that, when 
the gauze is removed, it leaves the tract 
rough and bleeding instead of a smooth yel- 
lowish surface. 

The substances used in drainage of the 
abdomen have been many, including glass, 
metal, gutta-percha, hard rubber, soft rubber 
and gauze, but the soft rubber tubing, the 
rubber tissue drain and the well known cig- 
arette drain are the most commonly used 
today—although glass or hard rubber are 





ApriL, 1933 


still employed by quite a few operators in 
enterostomy and colostomy. We should, 
however, choose a drain which is least irri- 
tating to the tissues, which are already 
inflamed. 

The question of when to drain the abdo- 
men has been discussed since the advent of 
abdominal surgery but as yet we have no 
rule better than the one laid down by Law- 
son Tait, who said, “When in doubt, drain.” 
It is a very simple matter, and sometimes a 
very prudent one, to insert a cigarette drain, 
when, in the performance of an abdominal 
operation, we notice an abundance of serous 
fluid in the abdominal cavity, for if there are 
no pus-forming bacteria present, we will 
only get a serous or sero-sanguinous dis- 
charge for a few days, at which time the 
drain may be removed and the resulting scar 
will be very little, if any, larger than with 
complete closure; whereas, if the fluid 
should be contaminated or become so during 
the course of the operation, the use of a 
drain may keep the surgeon from a very 
embarrassing position and the patient from 
the grave. 

It has been definitely proven by Sir Ber- 
keley Moynihan and his associates that it is 
impossible to drain the entire abdominal 
cavity. They have shown that from six to 
twelve hours after the insertion of a drain 
there is formed around the drain a sero- 
fibrinous exudate which walls off the drain 
and prevents the intra-abdominal fluids 
from reaching the sinus tract, and that this 
sero-fibrinous exudate organizes after a few 
days, forming a true sinus. It is, therefore, 
evident that the only benefit derived directly 
and immediately from the drain insofar as 
general abdominal drainage is concerned, is 
from the tip of the drain or from the fenes- 
trations, provided the cavity is of sufficient 
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depth. Later when the tract is organized, it 

provides a path of least resistance for the 

fluids of the infected cavity. 

It is interesting to know that if a drain 
is placed in the general peritoneal cavity of a 
dog and left for eighteen to twenty-four 
hours, and then with a hypodermic needle 
you inject just below the ensiform cartilage 
into the peritoneal cavity a solution of 
methylene blue or gentian violet, none 
of the color will come out through the drain, 
regardless of the amount of fluid injected, 
even to distending the abdomen! 

The indications for the use of a drain 
may be stated as follows: 

To isolate a part of the peritoneal cavity, as 
in appendiceal abscess, severe localized 
peritonitis or omentitis or as a temporary 
drain in general peritonitis. 

To prevent hemorrhagic oozing, by its pres- 
sure effect. 

In expected escape of fluids, as in cholecys- 
tectomy. 

However, each case is a problem unto it- 
self and must be decided upon by the indi- 
vidual operator, but it should be borne in 
mind that with an acute abdominal condi- 
tion, accompanied by free fluid in the peri- 
toneal cavity, a drain can do no harm even 
though the acuity seems trivial. This is to 
be especially remembered when operating on 
children, for acute abdominal conditions in 
children are far more apt to need drainage 
than like conditions in adults. 

The only real contraindication to the use 
of a drain is in gastric and intestinal anasto- 
mosis. Drains following these operations 
are practically always disastrous. 

Posture following abdominal drainage oc- 
complishes no benefit so far as drainage is 
concerned and irrigation through drains is a 
dangerous procedure. 
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THE YEAR 1932 


The year 1932 recorded the lowest death 
rate, the lowest infant mortality rate, and 
the lowest typhoid fever, diphtheria, and 
tuberculosis death rates in the history of 
Michigan. The birth rate, also, dropped to 
a new level. 


A few of the new rates follow with those 
for 1931 and 1922 for comparison: 











1922 1931 1932 
Death rate 11.2 100 9.7 
Birth rate 23.1 184 16.6 
Infant death rate 74.7 57.3 54.4 
Diphtheria death rate 15.9 ‘ 








Measles death rate 6. 
Scarlet fever death rate 5 
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Tuberculosis death rate (all forms) 68.1 
Tuberculosis death rate (pulmonary) 57.3 
Typhoid fever death rate... : 

Whooping cough death rate.................. 6.0 


TYPHOID FEVER CASE REPORTING 


It is well known that there has been a 
great reduction in typhoid fever mortality 
during the last 30 years. In 1900 the death 
rate from this disease in Michigan was 34 
per 100,000; in 1932, it was 1.1 per 100,000. 

It is generally conceded that in any large 
number of cases of typhoid fever there occur 
about 10 clinical cases for every death re- 
sulting. Thus, we may use the number of 
cases reported per death as a measure of 
the completeness of reporting. It is well 
known that there are quite a few cases of 
typhoid which are not reported, just as there 
are of other reportable diseases. Failure to 
report in most instances is not deliberate on 
the part of the physician but rather an over- 
sight or misunderstanding. Moreover, there 
are a few cases even of typhoid fever: which 
do ‘not come to the attention of a phvsician. 
Judging by this standard, that is 10 cases 
for every death, reporting in Michigan for 
30 years or more was not greatly improved. 

In 1900 there were 6.2 cases reported for 
each death. The degree of reporting varies 
up and down a little from this figure, but at 
no time from 1900 to 1921 was it better than 
6.2. In 1922 there were 6.4 cases reported 
per death occurring. While the average 
number of cases reported per death for the 
vears 1921-1931 inclusive is somewhat 
higher than that for the period previous, yet 
in no single year does it go above the mark 
of 6.4. 

In 1932 the Michigan Department of 
Health instituted an intensive follow-up sys- 
tem. All laboratory reports showing a posi- 
tive Widal were followed until some definite 
answer was obtained from the physician in 
charge, as to the diagnosis. This resulted 
in the discovery of many cases that would 
otherwise not have been officially reported. 

An epidemiological history was obtained 
in each case, which called for a record of the 
contacts in the family, and these in turn 
revealed many secondary cases in the family 
which would not have been reported. Often- 
times the health officer or the physician gave 
as a reason for not reporting such cases that 
he did not think it necessary to report sub- 
sequent cases in a family where one case had 
already been reported. 

Another cause for failure to report some 
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cases was the confusion resulting from send- 
ing a case from a rural. district to a city 
for hospitalization. In such cases the town- 
ship or village health officer and the attend- 
ing physician in the district in which the case 
resided often did not report, thinking that 
report would be made from the city where 
the patient was hospitalized. Likewise the 
attending physician in the hospital and the. 
city health officer assumed that the case had 
been reported by the district from which it, 
came. Quite a few such cases were followed 
up and reports obtained that would not have 
been secured otherwise. It is the depart- 
ment’s wish in such instances to have the 
case reported both by the district from 
which it came and the city in which hospital- 
ization occurs. Such duplicate reports are 
looked for and-the case allocated to the dis- 
trict in which it resides. 

As a result of this intensive effort, the 
number of cases reported in 1932 per death 
occurring was 9.1, a total of 513 cases and 
56 deaths. It may be that during this vear 
typhoid fever had a lower fatality rate than 
usual but inasmuch as the number of cases 
reported per death occurring is so much 
more than for any year on record it is fair 
to conclude that a far greater percentage of 
cases were reported. 

Physicians and health officers are asked to 
continue their cooperation in reporting every 
case that comes under their care. 


C..D_B. 


GERMAN MEASLES 


During 1932 there were 42,129 cases of 
measles reported, the largest number ever 
recorded in any one year in Michigan. 
Likewise there was the greatest number of 
scarlet fever cases ever reported, 15,255. 
This high incidence of both diseases is con- 
tinuing on into 1933. 

Along with the high incidence of scarlet 
fever and measles there has appeared 
another disease, German measles or rubella, 
which is often confused with either scarlet 
fever or measles. German measles is at 
present occurring in local outbreaks scat- 
tered throughout Michigan. Wherever two 
or three of these diseases occur in the same 
district simultaneously, there are bound to 
be cases in which the diagnosis is somewhat 
confusing. Physicians should be on the 
lookout for any or all of these diseases. 

Measles is usually the most characteristic 
and liable to be least confusing. German 
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measles may often be confused with a mild 


case of scarlet fever. There are, however, 
certain distinguishing symptoms which can 
be found in most cases. A mild case of 
scarlet fever does not usually show a rash on 
the face or head; German measles usually 
does during the initial stages. In German 
measles the postcervical lymph nodes usually 
are palpable as small “‘shoe buttons.” Ger- 
man measles may show a very slight pharyn- 
gitis, but never severe. Although the typ- 
ical German measles rash is somewhat mot- 
tled or blotchy in appearance it may some- 
times be nearly enough uniform to be con- 
fused with scarlet fever. 


Cm & 
CHILD HYGIENE 


Women’s Classes are being held in Tus- 
cola, Monroe and Washtenaw Counties with 
unusually good attendance in all three coun- 
ties. Each week fourteen classes are being 
conducted in Tuscola County, fourteen in 
Washtenaw County and thirteen in Monroe 
County. 

Child Care Classes are being held in 
Muskegon, Saginaw, Clinton, Lapeer and 
Genesee Counties. 

The prenatal nursing service which was 
begun in Midland County during the month 
of January is making ‘excellent progress. 
Already fifty-six prospective mothers are 
under supervision. A similar service w hich 
was completed in Allegan County in January 
is showing permanent results, as the nurses 
in the County Health Unit are carrying on 
work among prospective mothers in that 
county. 





POISONING FROM DRINKING RADIUM 
WATER 


Alexander O. Gettler and Charles Norris, New 
York, present the first case on record of fatal poison- 
ing from the consumption of water containing traces 
of radium salts in which the presence of radium in 
the bones and tissues was definitely proved by scien- 
tific laboratory procedures. Death was due to path- 
ologic lesions brought about by the radium which 
entered the system, by drinking water for a few 
years, which was said to contain 2 micrograms of 
radium in every 2 ounces (60 cc.) of water. The 
presence of the radium was proved by both the 
electroscopic and the photographic method. The 
quantity of radium in the bones and soft tissues was 
determined by the emanation method. The entire 
skeleton contained 73.27 micrograms of radium, the 
soft tissues only 0.39 micrograms. The total amount 
of radium, therefore, in the entire body was 73.66 
micrograms. Radium salts (or radioactive substances 
in general), when introduced into the blood stream, 
become detrimental to health and fatal to life, and 
therefore the use of foods or beverages containing 
radium salts should be prohibited—Journal A. M. A. 
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CHRONIC SINUS DISEASE 

Ferris Smith, Grand Rapids, Mich., states that the 
present, generally practiced management of chronic 
sinus disease is unsatisfactory to both the patient 
and the consultant. It is vitally important that the 
rhinologist follow a management which will afford 
proper relief in cases presenting general symptoms of 
chronic sepsis, in those with local signs and symp- 
toms, and in the cases with secondary bronchitis aid 
asthma. He uses the method described by Sewall 
of ligating the ethmoidal and sphenopalatine vessels 
to render the intranasal field practically bloodless. 
He has performed over 500 operations by this method 
with five deaths. Two of these fatalities were of 
elderly asthmatic patients who died of sudden cardiac 
failure, one eight hours following operation and one 
twenty-six hours later. One patient died of necrosis 
of the septum with marked sepsis. One succumbed to 
a necrosis of the cribriform plate with secondary 
meningitis about six weeks following operation. One 
died of streptococcic meningitis ten hours following 
operation. The author does not feel that the deaths 
of the latter and the two cardiac patients can prop- 
erly be charged to the surgical procedure.—Journal 
A. M. A 


TUMOR FORMATION: PATHOLOGIC 
CHANGES CONSEQUENT TO IN- 
JECTION OF OILS UNDER 
RECTAL MUCOSA 
CurticE Rosser and Stuart A. WALLACE, Dallas, 
Texas, found that twenty strictures of the rectum 
in patients who had previously received injections 
of oil under the rectal mucosa for hemorrhoids were 
made up of coalescing, firm, yellowish lumps. Sec- 
tions were available from twelve; all indicated the 
presence of retained oil. Oil stains of five sections 
demonstrated vegetable oil mixed with paraffin oil 
in two and paraffin alone in three. Retention of 
injected oil and consequent fibrosis are in Texas 
the chief etiologic agents responsible for stricture 
in persons who ‘have previously received injections. 
The same phenomena are apparently responsible for 
isolated lump formation in the rectum. Olive oil 
produces no special tissue irritation and is not a 
probable cause of oil tumor. Mineral oil did not 
fail to produce a tumor when injected, and the 
authors see no reason to indict individual suscepti- 
bility as a factor in man. Mineral oil was appar- 
ently the prime agent in the chemical strictures of 
their series, and they have no doubt that its tendency 
to produce local irritation plus its known migratory 
and coalescing ability is responsible. Cottonseed oil 
apparently holds an intermediate position as a tume- 
facient, the fibrosis and oil retention being definite 
though less marked than the reaction from paraffin 
oil. Phenol plays no appreciable part in the produc- 

tion of eleomas.—Journal A. M. A. 


TREATMENT OF MALIGNANT TUMORS: 
ADVANTAGES OF WEAK HEAVILY 
FILTERED RADIUM NEEDLES 

CuHartes L. Martin, Dallas, Texas, believes that 
modern developments in radium therapy are based 
on two facts: first, that radiation of great penetrat- 
ing power and short wave-length has less necrotiz- 
ing effect and a greater selectivity for radio-sensi- 
tive cells than radiation of low penetration and long 
wavelength, and, second, that the selectivity of ra- 
diant energy for radiosensitive cells is increased 
when the duration of the exposure is increased with 
a corresponding decrease in intensity. The implan- 
tation of multiple heavily filtered radium needles of 
low strength over long periods of time increases 
the margin of safety for normal tissue and causes 
the rapid regression of malignant tumors of a rela- 
tively high grade of radioresistance without slough- 
ing—Journal A. M. A 











250 


THE JOURNAL 


OF THE 
Michigan State Medical Society 





PUBLICATION COMMITTEE 











J. D. BRUCE, M.D., Chairman Ann Arbor 
A. S. BRUNK, M.D Detroit 
J. E. McINTYRE, M.D Lansing 





Editor 
J. H. DEMPSTER, B.A., M.D. 
5761 Stanton Avenue, Detroit, Michigan 





Business Manager and Editor County Society Activities 
FREDERICK C. WARNSHUIS, M.D., D.Sc. 
2642 University Avenue, St. Paul, Minnesota, and 
Grand Rapids, Michigan 





All communications relative to exchanges, books for re- 
view, manuscripts, should be addressed to J. H. Dempster, 
M.D., 5761 ‘Stanton Avenue, Detroit, Michigan. 


Reprints of papers published will be furnished authors at 
cost if the order is placed at the time the galley proofs are 
returned to the editor. The cost of illustrations is to be 
defrayed by the author of the paper whether reprints are 
ordered or not. 


Contributors are responsible for all statements, conclusions 
and methods in presenting their subjects. Their views may 
or may not be in agreement with those of the editor. The 
aim, however, is to allow authors as great latitude as the 
general policy of The Journal and the demands on its space 
may permit. The right to reduce in length or to reject any 
article is reserved. Articles are accepted for publication on 
condition that they are contributed solely to this Journal. 

All communications regarding advertising and_ subscrip- 
tions should be addressed to C. Warnshuis, M.D., 2642 
University Avenue, St. Paul, Minnesota, or Suite 1514 Grand 
Rapids National Bank Bldg., Grand Rapids, Michigan. 





APRIL, 1933 





“I hold every man a debtor to his profes- 
sion, from the which as men of course do 
seek to receive countenance and profit, so 
ought they of duty to endeavor themselves, 
by way of amends, to be a help and orna- 
ment thereunto.” 

—Francis Bacon 





EDITORIAL 


POST-GRADUATE OPPORTUNITIES 
BROUGHT TO OUR DOOR 


In the matter of malpractice, courts have 
asked that the service of the defendant phys- 
ician be similar to that rendered by mem- 
bers of the medical profession in the same 
or similar localities. In other words, the 


accused physician, if located in an out-of- 
the-way place, was not expected to render 
the same standard of service as those as- 
sociated with the recognized medical cen- 
ters. 

A recent ruling by the supreme court of 
Connecticut declares itself against the re- 
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striction of skill usually granted in extenua- 
tion of the physician in the more remote dis- 
tricts. “Under modern conditions,” de- 
clares the court, “there is perhaps less reason 
than formerly for the restriction of the skill 
required to that possessed by physicians and 
surgeons in the same locality, since there is 
no lack of opportunity for the physician or 
surgeon in smaller communities to keep 
abreast of the advances made in his profes- 
sion and to be familiar with the latest meth- 
ods and practices adopted.” 


Whatever the status of law so far as ad- 
vancement is concerned, the ruling of the 
Connecticut supreme court recognizes the 
progressive nature of medicine. This comes 
at a time when preparations have been com- 
pleted by the post-graduate department in 
medicine of the University of Michigan and 
the Michigan State Medical Society, for an- 
nual intensive post-graduate studies on spe- 
cial subjects of medicine, surgery and allied 
specialties as announced in the March num- 
ber of this JOURNAL. 


Courses in Diseases of the Heart and Cir- 
culatory System will be given at the Univer- 
sity Hospital, April 3-7, the clinicians giv- 
ing this course are Doctors Frank N. Wil- 
son, Paul S. Barker, D. Murray Cowie 
(Heart Conditions in Children), Mrs. D. S. 
Walker (Diet in Cordial Failure), Dr. Fred 
J. Hodges, The Use of the Fluoroscope in 
study of the Heart. Arteriotic Heart Dis- 
ease, Dr. R. L. Novy; Cardiac Pain and 
Coronary Thrombosis, Dr. Hugo A. Freund. 
Courses for May and June will be announced 
in the May JouRNAL. 





GROUP PRACTICE 


One’s opinion of group practice of medi- 
cine is likely to depend upon whether he is 
a member of the so-called “group,” or not. 
We do not wish to assume the role either 
of advocate or opponent. If our observa- 
tions are of any value, they are to the effect 
that the group is an organization, an organic 
whole, with a dominant personality, around 
whom (if we may carry the metaphor 
farther) are recessive personalities. This in 
no sense implies the idea of superior and in- 
ferior. There are splendid minds who pre- 
fer to be relieved of details, especially of 
financing, and to work under leadership. This 
may be verified by reference to any of the 
well-known clinics. When we consider the 
long history of medicine, the group practice 
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idea has not developed very widely nor ex- 
tensively. Group clinics may increase in 
number from economic necessity since they 
seem to insure immediate income to their 
members. A salary reasonably sure, how- 
ever small, never had a greater appeal than 
at the present time. 

Of late there has been a tendency to dis- 
parage individualistic tendencies in medicine. 
It is true, medicine has been slow to adopt 
the corporate methods of business. We 
wonder, however, if the profession has not 
been justified in this attitude when we wit- 
ness the nation-wide debacle in business and 
industrial affairs. Individualism in medicine 
evidently has survival value or it would not 
have persisted throughout the centuries. 
Perhaps this lies in the important and pecu- 
liar relations that have always existed be- 
tween doctor and patient; perhaps there is 
something after all in that professional 
secrecy which is guarded by common law 
under the technical term, privileged commu- 
nication. ‘The persistence of individualism 
may be due again to the independent type 
of mind that has chosen medicine as a pro- 
fession. At all events we have it and we 
are not at all convinced that it is not an ad- 
vantage to both patient and physician. 

The physician considering the matter of 
merging his identity into the group will do 
well to look to the possibilities of the future. 
While we know of medical groups the rela- 
tions of whose members appear ideal, whose 
interests seem mutually satisfactory, we can 
sense a possibility in which a member might 
find it to his advantage to sever himself 
from the group, in which case he would 
have to begin practice all over. 

Regarding the intellectual advantages of 
group effort probably no strong argument 
can be advanced for either over the other. 
We naturally look for light and leading 
to the medical colleges and universities 
where study and research are stressed, yet 
when we consider the work of such men as 
William Harvey, Sydenham, John Hunter, 
William Beaumont, Morton, Sims and 
James MacKenzie and a galaxy of other 
lone workers, we feel that medical progress 
has not suffered from individualism. 





TO AN UNKNOWN DOCTOR 


In many of the nations of the world there are 
today monuments to their Unknown Soldier. The 
form and design of the monuments differ accord- 
ing to the customs and tastes of the nationality, but 
the sentiments expressed are always the same, that 
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of love and fidelity to the men of the nation who 
have given up their lives for a great cause. 

Last Thursday the people of Minnesota went up 
to a town called LeSueur, and there dedicated a 
monument to a beloved old pioneer physician who 
had come into that valley seventy years ago and had 
ministered to the sick in those pioneer days, when 
Indians outnumbered the white people. 

The pioneer physician was Dr. William W. Mayo, 
a physician who in 1862 made a trip on horse-back 
to LeSueur from New Ulm, seventy-five miles up 
the valley, to aid the white settlers who had been 
wounded in the New Ulm massacre. 

He was the father of two distinguished sons, one 
Dr. William J. Mayo, and the other Dr. Charles H. 
Mayo, than whom there are none more widely known 
in the world today. 

We wondered, as we learned of the unveiling of 
that monument, if it would have been raised to the 
old Doctor if he had not reared those two famous 
sons. What he did for humanity was just as great 
if he had been an obscure man, but the chances are 
that the acknowledgment of the public would not 
have been so definite for a man less widely known, 
because of those sons—a vicarious fame. 

All down through the history of the many fron- 
tiers that have made up the story of our nation, 
have there been faithful physicians, little less than 
martyrs to their profession, who have been forever 
forgotten. Think of the thousands of times that 
doctors have forced their way through snowdrifts, 
have gone on foot, have driven slow, worn-out 
horses, have almost frozen in their sleighs or cutters 
that they might save a life or relieve suffering. The 
name? The pathos of the story is that the names 
have been forgotten, except for contemporaries. 

And so we propose that American people erect 
markers to The Unknown Doctor, that shall be as a 
tribute to all the doctors who have suffered manfully 
for the sake of the mission of their profession. To 
us, there is something noble, something inspiring, 
yes, and something pathetic about the physician who 
gives his life for his work—From the Shawano 
County (Wisconsin) Journal. 





THE WRITINGS OF THOMAS JEFFERSON 


Edited by Thomas Jefferson Randolph. Volume IV, 
Second Edition. Published by Gray and 
Bowen, New York, 1830 


The following letter was written by Thomas Jef- 
ferson one hundred and twenty-six years ago. It is 
interesting not only as throwing light on Jefferson's 
mental outlook but as a means of giving an idea of 
American medicine of the time. The editor is tn- 
debted to Dr. Milton A. Darling of Detroit for the 
transcription of Jefferson’s letter. 


LETTER LV 


Washington, June 21, 1807. 
To Doctor Wistar. 
Dear Sir: 


I have a grandson, the son of Mr. Randolph, now 
about fifteen years of age, in whose education I take 
a lively interest....1 am not a friend to placing 
young men in populous cities, because they acquire 
there habits and partialities which do not contribute 
to the happiness of their after life. But there are 
particular branches of science, which are not so ad- 
vantageously taught anywhere else in the United 
States as in Philadelphia. The garden at the Wood- 
lands for Botany, Mr. Peale’s Museum for Natural 
History, your Medical School for Anatomy, and the 
able professors in all of them, give advantages not to 
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be found elsewhere. We propose, therefore, to send 
him to Philadelphia to attend the schools of Botany, 
Natural History, Anatomy, and perhaps Surgery; 
but not of Medicine. And why not of Medicine, 
you will ask? Being led to the subject, I will avail 
myself of the occasion to express my opinions on 
that science, and the extent of my medical creed. 
But, to finish first with respect to my grandson, I 
will state the favor I ask of you, and which is the 
object of this letter. 


This subject dismissed, I may now take up that 
which it led to, and further tax your patience with 
unlearned views of medicine; which, as in most 
cases, are, perhaps, the more confident in proportion 
as they are less enlightened. 


We know, from what we see and feel, that the 
animal body is in its organs and functions subject to 
derangement, inducing pain, and tending to its de- 
struction. In this disordered state, we observe 
nature providing for the re-establishment of order, 
by exciting some salutary evacuation of the mor- 
bific matter, or by some other operation which 
escapes our imperfect senses and researches. She 
brings on a crisis, by stools, vomiting, sweat, urine, 
expectoration, bleeding, etc., which, for the most 
part, ends in the restoration of healthy action. Ex- 
perience has taught us also, that there are certain 
substances, by which, applied to the living body, in- 
ternally or externally, we can at will produce these 
same evacuations, and thus do, in a short time, what 
nature would do but slowly, and do effectually, what 
perhaps she would not have strength to accomplish. 
Where, then, we have seen a disease, characterized 
by snecific signs or phenomena, and relieved by a 
certain natural evacuation or process, whenever that 
disease recurs under the same appearances, we may 
reasonably count on producing a solution of it, by 
the use of such substances as we have found pro- 
duce the same evacuation or movement. Thus, ful- 
ness of the stomach we can relieve by emetics; dis- 
eases of the bowels, by purgatives; inflammatory 
cases, by bleeding; intermittents, by the Peruvian 
bark; syphilis, by mercury; watchfulness, by opium; 
etc. So far, I bow to the utility of medicine. It 
goes to the well defined forms of disease, and hap- 
pily, to those the most frequent. But the disorders 
of the animal body, and the symptoms indicating 
them, are as various as the elements of which the 
body is composed. The combinations, too, of these 
symptoms are so infinitely diversified, that many 
associations of them appear too rarely to establish 
a definite disease: and to an unknown disease, there 
cannot be a known remedy. Here, then, the judi- 
cious, the moral, the human physician should stop. 
Having been so often a witness to the salutary 
efforts which nature makes to re-establish the dis- 
ordered functions, he should rather trust to their 
action, than hazard the interruption of that, and a 
greater derangement of the system, by conjectural 
experiments on a machine so complicated and so un- 
known as the human body, and a subject so sacred 
as human life. Or, if the appearance of doing some- 
thing be necessary to keep alive the hope and spirits 
of the patient, it should be of the most innocent 
character. One of the most successful physicians 
I have ever known, has assured me, that he used 
‘more bread pills, drops of colored water, and 
powders of hickory ashes than of all other medi- 
cines put together. It was certainly a pious fraud. 
But the adventurous physician goes on, and substi- 
tutes presumption for knowledge. From the scanty 
field of what is known, he launches into the bound- 
less region of what is unknown. He establishes for 
his guide some fanciful theory of corpuscular attrac- 
tion, of chemical agency, of mechanical powers, of 
stimuli, of irritability accumulated or exhausted, of 
depletion by the lancet, and repletion by mercury, 
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or some other ingenious dream, which lets him into 
all nature’s secrets at short hand. On the principle 
which he thus assumes, he forms his table of nosol- 
ogy, arrays his diseases into families, and extends his 
curative treatment, by analogy, to all the cases he 
has thus arbitrarily marshaled together. I -have 
lived myself to see the disciples of Hoffman, Boer- 
haave, Stahl, Cullen, Brown, succeed one another 
like the shifting figures of a magic-lanthern, and 
their fancies like the dresses of the annual doll- 
babies from Paris, becoming, from their novelty, the 
vogue of the day, and yielding to the next novelty 
their ephemeral favor. The patient, treated on the 
fashionable theory, sometimes gets well in spite of 
the medicine. The medicine therefore restored him, 
and the young doctor receives new courage to pro- 
ceed in his bold experiments on the lives of his 
fellow creatures. I believe we may safely affirm, 
that the inexperienced and presumptuous band of 
medical tyros let loose upon the world, destroys 
more of human life in one year, than all the Robin- 
hoods, Cartouches, and Macheaths do in a century. 
It is in this part of medicine that I wish to see a 
reform, an abandonment of hypothesis for sober 
facts, the first degree of value set on clinical ob- 
servation, and the lowest on visionary theories. I 
would wish the young practitioner, especially, to 
have deeply impressed on his mind the real limits 
of his art, and that when the state of his patient 
gets beyond these, his office is to be a watchful, but 
quiet spectator of the operations of nature, giving 
them fair play by a well regulated regimen, and by 
all the aid they can derive from the excitement of 
good spirits and hope in the patient. I have no 
doubt, that some diseases not yet understood may 
in time be transferred to the table of those known. 
But, were | a physician, I would rather leave the 
transfer to the slow hand of accident, than hasten 
it by guilty experiments on those who put their lives 
into my hands. The only sure foundations of medi- 
cine are, an intimate knowledge of the human body, 
and observation on the effects of medicinal sub- 
stances on that. The anatomical and clinical schools, 
therefore, are those in which the young physician 
should be formed. If he enters with innocence that 
of the theory of medicine, it is scarcely possible he 
should come out untainted with error. His mind 
must be strong indeed, if, rising above juvenile 
credulity, it can maintain a wise infidelity against 
the authority of his instructors, and the bewitching 
delusions of their theories. You see that I estimate 
justly that portion of instruction, which our medical 
students derive from your labors; and, associating 
with it one of the chairs which my old and able 
friend, Doctor Rush, so honorably fills, 1 consider 
them as the two fundamental pillars of the edifice. 
Indeed, I have such an opinion of the talents of the 
professors in the other branches which constitute 
the school of medicine with you, as to hope and be- 
lieve, that it is from this side of the Atlantic, that 
Europe, which has taught us so many other things, 
will at length be led into sound principles in this 
branch of science, the most important of all others, 
being that to which we commit the care of health 
and life. 

[ dare say, that by this time you are sufficiently 
sensible that old heads, as well as young, may some- 
times be charged with ignorance and presumption. 
The natural course of the human mind is certainly 
from credulity to scepticism: and this is perhaps the 
most favorable apology I can make for venturing 
so far out of my depth, and to one, too, to whom 
the strong as well as the weak points of this science 
are so familiar. But having stumbled on the subject 
in my way, | wished to give a confession of my faith 
to a friend; and the rather, as I had perhaps, at 
times, to him as well as others, expressed by scepti- 
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cism in medicine, without defining its extent or 
foundation. At any rate, it has permitted me, for a 
moment, to abstract myself from the dry and dreary 
waste of politics, into which I have been impressed 
by the times on which I- happened, and to indulge 
in the rich fields of nature, where alone I should 
have served as a volunteer, if left to my natural 
inclinations and partialities. 


I salute you at all times with affection and re- 
spect. 


TH: JEFFERSON. 





EUTHANASIA 


“With reasonable care we can most of us keep 
this wonderful organization in health so that it will 
work without causing us pain, or even discomfort, 
for many years; and may we hope that even when 
old age comes 


‘Time may lay his hand 
Upon our heart gently, not smiting it, 
But as a harper lays his open palm 
Upon his harp, to deaden its vibrations.’ 


” 


—LUBRBOCK. 





THE COUNTRY DOCTOR* 


Th’ Doctor comes, th’ doctor goes, 
When beck an’ ca’ is gi’en’, 

He has his freens, he has his foes, 
It’s just his natural be’in’. 


A never endin’ war he fichts, 

Wi pain, disease an’ time, 

An’ ever tries tae bring tae richts 
Defects o’ thee an’ thine. 


Oors—went through snaw an’ drifted roads, 
An’ walked where cu’dna drive, 

An’ stopped in rich an’ poor abodes 

Tae help some soul survive. 


A siege o’ sma’ pox ance he fought, 
Wi'oot his sleep or bed, 

An’ nurse as weel as Doctor wrought, 
An’ buried a’ its dead. 


A typhoid epidemic came, 

An’ scarlet fever, too, 

An’ mithers (oh, how sweet th’ name) 
Wi’ bairnies, nae sae few. 


An’ noo—he’s auld an’ verra frail, 
He haenna lang tae stay, 

He’s crippled oop, his back is ill, 
We kin he’s made o’ clay. 


His life’s been spent in sacrifice, 

He haenna much tae leave, 

He’s scarcely ’nough tae keep him nice, 
Bit nae inclined tae grieve. 


An’ he kens weel that Heaven’s near, 
An’ when he'll reach th’ gate 

He'll happy be, an’ wullna fear 

Th’ future o’ his state. 


For he’ll meet there his freens wha laud, 
An’ critics that he’s known, 
They'll a’ be there, wi him an’ GOD 
An’ love will be th’ throne. 
WEELUM. 





*Dedicated to Doctor Adams, Embro, Ontario. 
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ABRACADABRA 


The poet of the Manchester Guardian pays his 
respects to technocracy in the following screed: 


“Technocracy!” “Technocracy!” 
I hail it as a friend, 
Though it would be hypocrisy 
To say I apprehend 
The finer shades of meaning 
In this term so newly heard; 
I salute it as one leaning 
On another bright boss-word! 


Technocracy! Technocracy! 
From distant U. S. A. 
This blessing to democracy 
Comes speeding on its way. 
They think about things there, they do! 
They’ve worked them out; they know 
What wealth there is to share, they do, 
And where it ought to go! 


Technocracy! Technocracy! 
This brain-wave represents 

The erudite autocracy 
Of engineering gents. 

Who says that it would irk to do 
The bidding of their law? 

We'll all have half the work to do 
And twice the cash to draw! 


Technocracy! Technocracy ! 
How brightly rings the call, 
With visions of plutocracy 
Within the reach of all! 
A system most auriferous, 
It floats before our eyes; 
We hail it with vociferous 
And eulogistic cries! 


Technocracy! Technocracy!.. . 
A horrid doubt breaks in; 
For verbal aristocracy 
Sometimes has humbler kin. 
Is there, by chance, distillable, 
If down its weight were shrunk, 
That baleful monosyllable 
The older, brisker “bunk” ? 
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AN ANALYSIS OF THE MINORITY 
REPORT OF THE COMMITTEE 
ON THE COSTS OF MED- 

ICAL CARE 


H. W. PLAGGEMEYER, M.D. 
DETROIT, MICHIGAN 


“Organized (in 1927) to study the economic 
aspects of the prevention and care of sickness, 
including the adequacy, availability and com- 
pensation of the persons and agencies con- 
cerned.” 


This committee was marshalled together over a 
proposed period of five years to attack a vital social 
problem, one of the most vital problems facing the 
American public today. Their report, as presented, 
may have a most serious effect in the future, 
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although the medical profession at large has not yet 
tealized its full import. 

But the medical profession is compelled this time 
to be somewhat exercised over this matter, rather 
than discard it as we have been in the past prone to 
do about such things—for these reports will be a 
regular “War of the Roses”—a battle ground in the 
domain of medical economics for many years to 
come. 

In some sense it is too bad that the time limit 
laid the matter open to the criticism of haste toward 
the end, to the point that nine responsible members 
felt it incumbent upon themselves to produce a 
Minority report. It is possible that time might have 
ironed out their dissension, although I am inclined 
to doubt this, for the variance of the group thought 
is the same variance as between collectivism on the 
one hand, and a continuance of individualistic effort, 
on the other. To put it in a different way, the 
Majority report would seem to lean sharply toward 
a tendency to make of itself a Social Service Report 
or “group” type, whereas the Minority report shows 
a distinct leaning toward individualism with the 
family practitioner as key physician, and it is to this 
minority report that the American Medical Associa- 
tion lends its aid. It is written by doctors, from the 
standpoint of the doctor, and not from the stand- 
point of the engineer dealing in mass production. 
But in all fairness, it must be said at this moment, 
that both groups put the position of the general 
practitioner in the center as the ideal correlator or 
middleman between the family groups on the one 
hand, and the specialist or specialists, on the other. 

Without the remotest attempt at carping criticism, 
it must be noted that, as the work went on, increas- 
ing freedom was given the committee members, until 
a statement was issued indicating that “reports are 
issued as the work of the particular staff members 
preparing them: neither the committee as a whole 
nor its individual members should be considered 
responsible for the detailed contents of these pub- 
lications.” No one can doubt the sincerity of this 
fact-finding Majority. Their fact-finding is abso- 
lutely impersonal but their ambiguity as the work 
went on is in places most confusing. I think, in a 
sense, that here may lie the crux of the reason for 
the Minority report, which might however, in the 
long run, have been absorbed into a total report 
without dissension. 

In this regard, however, one must not overlook 
the single report of Dr. Sydenstricker, Statistician in 
the United States Public Health Service, Washing- 
ton, D. C., and Director of Research, Milbank Me- 
morial Fund, New York City. He refused to sign 
either report and simply sent in this statement: 

“As a member of the Committee, I regret that I 
cannot see my way clear to sign the final report of 
the Committee for the reason that the recommenda- 
tions do not, in my opinion, deal adequately with 
the fundamental economic question which the Com- 
mittee was formed primarily to consider.” 


(Signed) EpGar SYDENSTRICKER. | 


(This report will last longest.) 

Despite this voice crying in the wilderness, it re- 
mains, however, that two main reports have been 
made, the one, the Majority report signed by Doc- 
tors of Medicine, laymen representing institutions 
and private interests, Doctors of Public Health and 
M.D.’s engaged in Public Health Work, six Ph.D.’s 
engaged in the social sciences and fourteen members 
representing the public, such as, Winthrop W. 
Aldrich, President of the Chase National Bank of 
New York City; Matthew Woll, Vice-President, 


American Federation of Labor, Washington, D. C.; 
Homer Folks, LL.D., Secretary, State Charities Aid 
Association, New York City, etc., etc—the other, the 
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Minority report signed by eight Doctors of Medicine, 
the most prominent in the country, and by one Ph.D., 
The Dean of the School of Medicine, St. Louis 
University. 

The recommendations of this principal Minority 
group are as follows: 


The Minority recommends that government com- 
petition in the practice of medicine be discontinued 
and that its activities be restricted (a) to the care 
of the indigent and of those patients with diseases 
which can be cared for only in governmental insti- 
tutions; (b) to the promotion of public health; (c) 
to the support of the medical departments of the 
Army and Navy, Coast and Geodetic Survey, and 
other government services which cannot because of 
their nature or location be served by the general 
medical profession; and (d) to the care of veterans 
suffering from bona fide service-connected disabili- 
ties and diseases, except in the case of tuberculosis 
and nervous and mental diseases. 


The Minority recommends that government care 
of the indigent be expanded with the ultimate object 
of relieving the medical profession of this burden. 

III. 

The Minority joins with the Committee in recom- 
mending that the study, evaluation, and codrdination 
of medical service be considered important functions 
for every state and local community, that agencies 
be formed to exercise these functions, and that the 
coordination of rural with urban services receive 
special attention. 

IV. 


The Minority recommends that united attempts be 
made to restore the general practitioner to the cen- 
tral place in medical practice. 


V. 

The Minority recommends that the corporate 
practice of medicine, financed through intermediary 
agencies, be vigorously and persistently opposed as 
being economically wasteful, inimical to a continued 
and sustained high quality of medical care, or unfair 
exploitation of the medical profession. 


VI. 

The Minority recommends that methods be given 
careful trial which can rightly be fitted into our pres- 
ent institutions and agencies without interfering with 
the fundamentals of medical practice. 

ar VII. 

The Minority recommends the development by 
state or county medical societies of plans for medical 
care. 

_ These seven points then are the gist of the Minor- 
ity report. 

It might be said in opening this subject for gen- 
eral discussion, that the majority report of the Com- 
mittee on the Costs of Medical Care still carries the 
stigmata of a doctorate not essentially medical in 
origin. This is a Minority report and the public 
will have to choose the wiser course as outlined by 
the two reports, for the public is the final judge. 
We feel that the public should be interested in avoid- 
ing the pitfalls of any system which discredits the 
awards of normal competitive medicine—those re- 
wards which appeal to the highest type of young 
people and which magnify the values occurring in a 
selected and normally dignified personnel which 
should compose the profession. It is our objective 
to become more closely united and guide public opin- 
ion rather than pursue the laissez faire course as 
heretofore. 

The “Cost of Medical Care” for the “Patient of 
Moderate Means” so far as “High Cost” is con- 
cerned does not appear to be solved by this Com- 
mittee—nor is any tangible suggestion made which 
will offer immediate relief for this class of patient. 
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On the contrary the report of the Committee prac- 
tically proposes to destroy the practice of medicine 
by converting it to the equivalent of a “machine- 
made” product, taking it out of the hands of the 
individual physician, placing its direction in the 
hands of laymen and subjecting it to greater polit- 
ical and legislative regulation and control. All of 
this will require more or less legislative enactment 
by every state, with a possibility of the adoption of 
as many systems as there are states, the unlimited 
recognition and extension of full privileges of all 
cults, greater confusion than at present exists with 
our even now differing laws regulating the practice 
of medicine and the establishment of a paternalistic 
governmental control of the care of the sick which 
will tend to destroy every vestige of individual in- 
terest to scientific medicine except from a purely 
laboratory standpoint, as well as create another 
bureaucracy with new “group” jobs which will 
stifle the public to death from politics and taxation. 

The Committee began its work at a time when 
conditions were normal (three-quarters of the fact- 
finding was done before the depression) and in an 
effort to solve a definite problem confronting us at 
that time and with a view to providing a means of 
relief for the so-called “white collar” class who 
were at that time supposed to be financially unable 
to obtain adequate medical attention. Since that 
time as we all know, conditions have changed mate- 
rially and we are confronted at present by a situa- 
tion in which a very large percentage of our popula- 
tion are unable to pay for adequate medical atten- 
tion. May I quote from the recent editorial in the 
Ladies’ Home Journal, “Political Medicine” ? 

“The Journal has commented frequently and hope- 
fully on the studies that have been made during the 
past five years by the Committee on the Costs of 
Medical Care. We believed that out of all the effort 
and expenditure involved there would surely come 
some solution of the twofold problem presented by 
the inability of a majority of people to pay present 
high costs for the cure of illness, and the collateral 
inability of doctors to earn incomes commensurate 
with the expense of their training. 

“But the mountain labored in vain; 
forth a mouse. 


“As its major conclusions, the committee recom- 
mends, first, ‘that medical service, both preventive 
and therapeutic, should be furnished largely by or- 
ganized groups of physicians, dentists, nurses, phar- 
macists and other associated personnel—organized, 
preferably around a hospital, for rendering com- 
plete home, office and hospital care’; and, second, 
‘that the costs of medical care be placed on a group- 
payment basis, through the use of insurance, through 
the use of taxation, or through the use of both these 
methods. 


“In other words, state medicine! 


“This is the report of the majority of the com- 
mittee. It is combated by a vigorous minority, 
which quite rightly points out that ‘there is nothing 
in experience to show that it is a workable scheme 
or that it would not contain evils of its own which 
would be worse than those it would accomplish, 
which ought to be the first object of this committee, 
the lessening of the costs of medical care.’ 


“The medical profession has itself long stood in 
fear of the introduction of state medicine, with the 
building up of yet another bureaucracy to dictate its 
every action. The public has even greater reason 
to fear such a system. Already, according to the 
committee's statistics, taxation pays fourteen per 


it has brought 


cent of the nation’s total bill for medical care— 
$514,500,000 out of $3,647,000,000. It is not difficult 
to conceive that a medical bureaucracy might rival 
the public school system, or the Army and Navy, 
in its demands for tax funds. 
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“The committee was supposed to find some way 
by which more adequate medical care might be 
made available to the public at lower cost, but noth- 
ing the majority has proposed even points the way. 
Far better the recommendations of the minority of 
the committee, who propose ‘that government com- 
petition in the practice of medicine be discontinued 
and that its activities be restricted to the care of the 
indigent and of those patients with diseases which 
can be cared for only in governmental institutions; 
to the promotion of public health,’ and to the care 
of the Army, Navy and veterans having war-con- 
nected disabilities. 

“It is the opinion of the Journal that the accom- 
plishments of this five-year study are to be measured 
by the minority report and not by the majority with 
its Utopian and impractical schemes; that the family 
doctor is the most-efficient and least-expensive source 
of general health; that state medicine with its de- 
mand _ for compulsory insurance and increased taxa- 
tion, is in every way to be avoided; that the mass 
production of health, through any medical hierarchy 
or bureaucracy, is impossible. 

“We have politics messing its often-dirty hands in 
business, in our schools, in most public affairs and 
some private ones as well. But may we be preserved 
from politics in personal health.” 

To provide a set up which at the present time 
would attempt to furnish permanently, general and 
indiscriminate group or clinical medical service to 
the entire population of the country would be a 
rs ne error. We should better Evolute than Rev- 
olute ! 


The present financial stress has already driven 
many people to hospitals and other clinics who have 
never before had to seek free medical service. The 
free medical clinic habit, easily acquired, will offer 
an additional problem to the hospital, upon the re- 
turn of employment in Detroit, in the return of these 
patients to their family or other private physicians. 
(As a matter of fact the hospitals were already be- 
ginning to solve this problem themselves.) 


Any permanent plan of “mass production” or sup- 
ply of medical or hospital service would be an addi- 
tional menace to the practice of medicine and to the 
voluntary hospital systems of this country. 


The so-called “high costs of medical care” is inex- 
tricably tied up with the complexities of modern life 
and with the existing industrial age of which we are 
an integral part. The doctor is certainly not getting 
it. He is getting exactly twenty-nine cents of every 
medical dollar spent. These things have been 
touched upon by the committee but they have failed 
to recognize or have chosen to ignore the fact that 
the feast and famine practice of our large plants is 
one big factor in our present difficulty. When we 
stop to realize that 50 per cent of patients taken 
care of in one of the city’s largest clinics have been 
from ONE factory it makes us pause and think! 
The so-called “living wage” is just idle talk—three 
months work at a good wage and nine months idle- 
ness are the pay of a pauper. The factories are not 
of themselves to blame for the depression, nor is 
the depression the subject of our discussion, for the 
report of this Commission will last long after the 
depression has passed—but these are times when our 
attention ferrets out some of the major faults. In- 
dustrial leaders cannot keep up their present policy 
of intensive periods of manufacture and idleness— 
feast and famine. The cost of supporting these in- 
dustrial giants is too much for the rest of the com- 
munity for what the community gets out of it. 


We would suggest along with this idea that big 
business would do much better to make a sincere 
and honest attempt to get its own house in order, 
to stop organizing and reforming others, and above 
all things to let medicine and the doctors alone. 
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Apparently everybody in the lay world wants to or- 
ganize the doctor and he simply doesn’t want to be 
organized. Big business has tried to organize the 
very life out of him; industrialists have exploited 
him to a disgusting point, and would seem now to be 
making use of this period of bewilderment and fear 
and inactivity to throw the chains on this man of 
medicine, to harness him with the ox in order to 
drag the plough through the furrow of mud which 
they themselves conjointly have helped to create. 
The very thing however—the spirit of adventure 
which makes this man go out on a dark cold night 
—this very thing of the chromosomes in him is the 
thing that makes him defy any attempt to dictate 
to him by “groups” who never knew what it was 
to do anything but hold committee meetings for pay 
while the real doctor was out delivering the baby. 

The truth is that the public really wants a family 
doctor, for the general need of individualism in the 
art and practice of medicine have their roots deeply 
planted in the soil of American habit and tradition. 
In saying this we realize that the practitioner cannot 
sit idly, and let the stream of modern life pass him 
utterly by. He cannot fail to heed the insistent 
demand for his share in preventive medicine and 
periodic health examinations, with the general prac- 
titioner as its advocate, and its guide and sponsor. 
Here the problem is even yet one of education be- 
ginning in the school age. But it is the great future 
of American medicine, as soon as you can get the 
people to see it. But be that as it may the average 
layman still hesitates to seek medical aid until driven 
in by pain or discomfort. The physician likewise 
hates to seem to solicit practice. The whole ques- 
tion must be one of education, and it must be cease- 
less and relentless. I am committed to fight for in- 
dividualistic effort, and in this regard am not taking 
up the cudgels against any group of men allying 
themselves for medical service for the good of the 
public, but I am certainly against government, or 
lay group interference. We all know the history of 
Europe from Portugal to Austria, and back to Eng- 
land where they are now getting what was foisted 
upon them in 1911. The trouble in America is that 
we will vote for anything new that will “soak” 
somebody or some class, and then spend a generation 
yelping to have it repealed after the dire conse- 
quences are observed. In all these cases, it is in the 
last analysis the public which suffers most. 


So then we have to consider collectivism and in- 
dividualism. I am for individualism, provided we, 
the doctors, wipe off our glasses, and try to see 
clearly the problems of the future and work alertly 
with these problems, but we cannot do it by tying 
ourselves irrevocably to our practices of the past. 
Possibly some of our younger thinkers .are willing 
to accept the dole—to become collective in their 
activities—it would be interesting and stimulating to 
hear from them, for they are the men of the im- 
mediate future and their voice must be heard and 
heeded. 


Personally I am for the family doctor, and for 
specialism only in so far as it has its just place by 
properly trained specialists in any given community. 
We have to have specialists in any branch of modern 
activity—but that is the subject for another dis- 
cussion. 

But back finally to the family doctor. Did you 
ever hear of anyone who loved a hospital or an 
out-patient clinic. No! They may use them per- 
force—but they really do love their family physician 
because of his personal interest in them in a time 
when they are both sick and sensitive, and also be- 
cause of the “personality he puts into his individual 
relationship and you cannot ever standardize per- 
sonality! So long as our social order is based on 
the family unit and around the family life, so long 
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will you find the fire burning before the homely 
shrine of the family doctor.” 


1701 David Whitney Building. 
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AMERICAN HOSPITAL ASSOCIATION 


February 15, 1933. 
To Our Hospitals: 
Widespread public interest exists in periodic pay- 


ment plans for the purchase of hospital care (the 
system frequently spoken of as group hospitaliza- 


tion). Response to this interest has taken two 
forms: first, the development of plans whose chief 
motive is public service; second, attempts to pro- 


mote schemes into which the business or profit mo- 
tive enters to a degree which the Trustees and 
Council of the American Hospital Association be- 
lieve to be detrimental to the best interests of the 
public. 


So many requests for advice in regard to group 
hospitalization plans have been received by the 
Association that the Board of Trustees, after voting 
its approval of the principle of the periodic payment 
plan for the purchase of hospital care, requested the 
Council to formulate recommendations for the 
guidance of hospitals that wish to develop such 
plans. The conclusions of the Council are embodied 
in the accompanying bulletin. The Council will keep 
under close observation further developments in this 
sphere, and from time to time- may issue supple- 
mentary recommendations. 

The Council urges hospitals to proceed with cau- 
tion in the development of periodic payment plans. 
Local committees which take this matter under ad- 
visement are urged to familiarize themselves with 
the principles set forth in the accompanying report, 
and interested hospitals are advised to make no com- 
mitments until they have considered the problem 
from the respective standpoints of public service, 
administrative practice, medical standards, and <ac- 
tuarial requirements. 


The Council wishes especially to caution hospitals 
not to accept hastily the plans of promoters who 
approach this matter with profits chiefly in view 
and to enter into no contract which would deprive 
them of full control of promotional methods and 
other procedures and relationships which the plan 
involves. 

The actual development of a plan appropriate to 
the requirements of a given community will necessi- 
tate the consideration of many details which it was 
thought best to omit from the present bulletin. In 
the formulation of a plan, those interested will 
naturally turn to similar agreements already in force 
in various communities. It would be wise to check 
such agreements against the Council’s recommenda- 
tions and, where any doubt arises about the relative 
merits of divergent procedures, to communicate with 
the Council, which to the extent of its ability is pre- 
pared to cooperate with hospitals in the precise 
formulation of workable programs. 


Communications on this subject should be ad- 
dressed to the Council of the American Hospital 
Association, 18 East Division Street, Chicago. 


Respectfully, 


Bert W. CALDWELL, 
Executive Secretary. 
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MONTHLY COMMENT 


The stenographic record of the County 
Secretaries Conference is contained in this 
issue. [very member will find much of in- 
terest in the addresses and discussions. 





Nations, business institutions and organi- 


zations have failed in sudden emergencies. 
The medical profession through all time has 
a record of faithful service regardless of 
what the emergency might be or its scope. 
Would we could say the same in reference to 
financiers and banks. 





Public opinion ultimately decides social 
policies. Guidance is sought from recog- 
nized authority. Your county society should 
be the recognized local authority in all mat- 
ters related to health and medical care. 
Cause vour County Society to become rec- 
ognized by imparting sound advice and ex- 
ercising local influence. 





Evidencing anew your officers’ alertness 
for conserving members’ interests was the 
representation made to the Governor to re- 
lease commercial bank accounts to defray 
expenses of illness. 

February 28, 1933. 


Governor William A. Comstock, 
Executive Offices, 


Lansing, Michigan. 
Your Excellency: 


We, the Officers, Council and Secretaries of the 
component County Societies of the Michigan State 
Medical Society assembled in Annual Conference ‘n 
Grand Rapids respectfully invite your earnest con- 
siderate attention to the following representations: 

1. We heartily commend your prompt action in 

declaring a so-called “Bank Holiday” when sud- 
denly confronted with an emergency that in- 

_ volved the solvency of Michigan Banks. 

2. We feel that you provided an opportunity for 
stabilization and possible precipitous action that 
would have jeopardized many individuals and in- 
stitutions’ financial stability. 

We feel that sufficient time has now elansed to 
afford all individuals and business institutions 
opportunities to appraise their resources and 
that need no longer exists for restrictions upon 
commercial accounts. 

4. We further feel that the arbitrary continuation 
of the holiday will militate severely against the 
best business and professional interests of all 
our citizens and community welfare. 

We direct your special attention to the interests 
of physicians, dentists and hospitals. For three 
years this group has sincerely sought to provide 
adequate service to our people. Remuneration 


o>) 


wn 


for services has fallen to a minimum and in- 
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comes have been reduced to a bare living mini- 
mum. <A goodly number of doctors and den- 
tists and nurses are now at a point where to se- 
cure funds sufficient to live upon is a most se- 
rious problem. Bank restrictions which limit 
depositors to a five per cent withdrawal, barely 
sufficient for their existence, leave them with 
no funds to provide for medical and nursing 
care. Depriving physicians, dentists and nurses 
of income will cripple them to a degree whereby 
they will be unable to defray office, automobile, 
telephone and medical supplies expenses. Ade- 
quate medical care will not be available and 
health interests and lives of our citizens will be 
imperiled. 

6. Representing some 4,000 doctors of Michigan 
we do therefore urgently petition and respect- 
fully request that you record the necessary exec- 
utive action that will release all commercial ac- 
counts in Michigan banks, believing that such 
action is as imperative for our State’s welfare 
as was your original proclamation. 

Respectfully submitted, 

J. M. Ross, President 

G. L. Le Fevre, President-Elect 

B. R. Corpus, Chairman of the Council 
F. C. WarnsuHults, Secretary 





HONORING JOHN L. BURK- 
ART, M.D., EIGHTY YEARS 
YOUNG 


. John L. Burkart, secretary and senior 
a of the Mecosta County Medical So- 
ciety, was the victim of a surprise testi- 
monial dinner staged at the Western Hotel, 
Big Rapids, March 15, 1933, in celebration 
of his 80th birthday. The event was staged 
by the members of the County Society. 
Joining with us in this memorable event 
were Drs. Geo. L. LeFevre, President-elect 
of the State Society, and Fred C. Warns- 
huis, Secretary of the State Society. 

Dr. LeFevre spoke at length on his ac- 
quaintance. with Dr. Burkart, extending over 
a period of more than thirty vears, and was 
followed by Dr. Warnshuis who told of his 
long acquaintance with his old friend and 
former teacher. 

Dr. Glenn Grieve, Big Rapids, on behalf 
of the County Society, presented Dr. Burk- 
art with a beautiful dressing robe and 
framed photograph of President Franklin 
D. Roosevelt. 

Dr. Burkart has been an outstanding fig- 
ure in Michigan Medicine for more than 
fifty years and has lived through nearly a 
century of medical progress. He served as 
a contract surgeon in the Philippines during 
the Spanish-American War. Under the ad- 


ministration of Governor Ferris, he served 
the State of Michigan as Commissioner of 
He isa 


the Michigan Health Department. 
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past-president of the Mecosta County Medi- 
cal Society, and for the past several years 
has served as secretary of that society. He 
is at present Health Officer of the City of 





Dr. JoHN L. BuRKART 


Big Rapids. He was formerly Grand Rap- 
ids City Physician and for many years was 
professor of Pharmacology and Therapeu- 
tics in the Grand Rapids Medical College. 
Dr. Burkart is a graduate pharmacist as 
well as physician. 

It is the wish of all his many friends, both 
without the profession and within, that he 
may remain with us for many more happy 
years, for at his remarkable age he is with- 
out a doubt the most active and most en- 
thusiastic member of the Mecosta County 
Medical Society. 

se a 





SUSTAINED POST-GRADUATE 
STUDY 


We hold that our Society was the pioneer 
in initiating, encouraging and providing 
state-wide opportunities for post-graduate 
study. Our Society recognized the need for 
opportunities within the state for our mem- 
bers to increase their knowledge of scien- 
tific medicine, medical progress and their 
skill in medical practice. Our Society rec- 
ognized the fact that when a doctor ceases 
to learn, when he fails to remain abreast of 
scientific progress, when he neglects to im- 
prove his skill he is no longer competent and 
is unfit to serve the public efficiently. 
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Perceiving these principles, our Society 
assumed the direction and work of provid- 
ing post-graduate study opportunities. 


First “clinic teams” and clinical teachers 
were sent to district and county society 
meetings that were arranged under a state- 
wide schedule. These were followed by one 
and two day Councilor District programs. 
Two and three such conferences were con- 
ducted in each district each year and are 


’ still being conducted. 


As the members’ interest and demand in- 
creased, the Department of Post Graduate 
Medicine of the University joined in the 
work. In Detroit and Ann Arbor the Uni- 
versity Department of Post Graduate Medi- 
cine, cooperating with our Society, arranged 
first for ten-day intensive courses. This 
was followed with four-week intensive 
courses open to our members. University 
officials also arranged with the faculty of the 
Detroit College of Medicine and Surgery 
and the Detroit Receiving Hospital staff for 
clinical facilities and material. Opportunity 
to pursue special courses in Ann Arbor 
throughout the entire year was provided by 
the Director of Graduate Medicine. 


Today every member has readily avail- 
able the following opportunities to remain 
abreast of scientific progress and enhance his 
skill: 


1. County Medical Society 
2. Councilor District Conferences 


3. Intensive Courses in Ann Arbor and 
Detroit 


4. Planned Courses in Ann Arbor of 
varying duration 
5. Special Courses in Ann Arbor. 


Last month the JouURNAL published a list 
of courses that are being conducted this 
spring and early ‘summer. Information 
pertaining to them may be had by writing 
or calling on the Director of the Department 
of Post-Graduate Medicine, University 
Hospital, Ann Arbor. 


That our Society and the University ex- 
hibited wisdom in developing these opportu- 
nities is emphasized by the recent Supreme 
Court decision in Connecticut. 


The Connecticut court in its opinion de- 
clared that it is not unreasonable to require 
that the physician have and exercise the skill 
of physicians and surgeons in similar locali- 
ties in the same general neighborhood, and 
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that, under modern conditions there is per- 
haps less reason than formerly for the re- 
striction of the skill required to that pos- 
sessed by physicians and surgeons in the 
same locality, since there ts no lack of op- 
portunity for the physician or surgeon in 
smaller communities to keep abreast of the 
advances made in his profession and to be 
familiar with the latest methods and prac- 
tices adopted.” 


This opinion, which will most likely be 
sustained by other courts, makes it impera- 
tive for members to embrace these post- 
graduate opportunities. 





INTERESTING DECISION BY JUDI- 
CIAL COUNCIL, A.M.A. SETS A 
PRECEDENT IN REGARD TO 
TYPES OF CONTRACT 
PRACTICE* 


Numerous new ventures in changing the 
nature and methods of medical practice have 
been launched during the past two or three 
years but probably none of these revolution- 
ary experiments has gained such momentum 
and been accorded such widespread publicity 
as those commonly known as contract prac- 
tice schemes for marketing medical service 
to limited groups of individuals or the pub- 
lic at large. 


Contract practice is not a new develop- 
ment in medical care. It has been carried 
on for years in different sections of the 
country. In many instances, especially un- 
der certain conditions and in certain com- 
munities, contract practice set-ups have been 
deemed ethical. 


However, with the onset of the present 
economic depression, numerous and varied 
new forms of contract practice were estab- 
lished. In these new experiments medical 
ethics and the fundamental principles under- 
lying good medical practice and competent 
medical care are accorded little, if any, con- 
sideration. For the most part, they are 
commercial rackets which exploit the serv- 
ices of the physician under contract; ad- 
vance the financial interests of those pro- 
moting the venture; preclude the free choice 
of physician; operate in unfair competition 
with other physicians of the community; 





*From Chio State Medical Journal. 
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sacrifice quality of medical service for com- 
mercial expediency; encourage bargaining, 
solicitation of patients and underbidding; 
create dissensions within the ranks of the 
medical profession, and stimulate other ac- 
tivities which disrupt the relationship be- 
tween physician and patient and break down 
the practice of medicine on an ethical, altru- 
istic and professional basis. 


All physicians who have kept themselves 
informed concerning recent trends and de- 
velopments in the field of medicine are famil- 
iar with the mode of operation of many of 
those new types of medical practices and 
with their inherent dangers, both from the 
standpoint of the public and the medical pro- 
fession. 


In all probability, the question in the 
minds of the majority of members of the 
profession concerning this development, 
now threatening to injure the individual in- 
dependent practice of medicine, is: 


“What are we going to do about it?” 


A partial answer to this question has been 
furnished by the Dallas County (Texas) 
Medical Society, whose fearless action 
against a contract practice scheme operating 
in the City of Dallas has blazed the way for 
similar action by other county medical socie- 
ties and has the official and final judgment 
of the Judicial Council of the American 
Medical Association to back it up. 


Early in 1932, the Dallas County Medical 
Society, by official act, suspended eighteen 
of its members who were practicing medi- 
cine as a group, because of their refusal to 
abandon certain contracts which the society 
believed were inimical to the welfare of 
their confreres and subversive of sound pub- 
lic policy. 

The case was appealed through the coun- 
cilor of the district to the Council of the 
Texas State Medical Association. This 
body, acting as a court of appeals, sustained 
the Dallas County Medical Society and 
directed that the suspension of the appel- 
lants should be relieved immediately that 
they abandon the contracts complained of. 


From this decision appeal was taken to 
the Judicial Council of the American Med- 
ical Association, which, as stated before, re- 
cently sustained the suspension. 

Prosecution of the case was based prima- 
rily upon Section 2, Article 6, of the Prin- 
ciples of Medical Ethics of the American 
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Medical Association, which reads as fol- 
lows: 


“It_ is unprofessional for a physician to dispose 
of his services under conditions that make it im- 
possible to render adequate service to his patient 
or which interfere with reasonable competition 
among the physicians of a community. To do this 
is detrimental to the public and to the individual 
physician, and lowers the dignity of the profession.” 


In addition, the Council of the Texas 
State Medical Association in rendering its 
decision sustaining the action of the Dallas 
County Medical Society, relied upon the fol- 
lowing interpretative analyses of unethical 
contract practice made by the Judicial Coun- 
cil of the A. M. A.: 


“1. When the compensation received is inade- 
quate, based on the usual fees paid for the same 
kind of service by the doctors in the same com- 
munity. 

“2. When the compensation is so low as to make 
it impossible for competent service to be rendered. 

“3. When there is competitive bidding in order 
to secure the contract. 

“4. When a free choice of physicians is denied. 

“5. Solicitation of patients, directly or indirectly.” 


The contract complained of, and upon 
which the procedure was based and the 
eighteen members suspended, read in part as 
follows: 


CONTRACT NO. 1 


“For the consideration herein stated, the clinic 
agrees to render all necessary surgical and medi- 
cal treatment for members of the Association, such 
members to be composed of white employees, male 
and female, of the Dallas Railway Company and 
Texas Interurban Railway, through physicians con- 
nected with the Dallas Medical and Surgical Clinic, 
the Clinic agreeing to appoint a competent person, 
graduate in medicine and surgery, as Chief Physician, 
and the Clinic agreeing to furnish consultation serv- 
ice and active assistance when necessary so as to 
fully cooperate in the performance of the services 
herein contemplated. 

“An office shall be furnished and equipped by the 
Association, at a place selected by it, whereon each 
day, except Sundays and holidays, at any hour to be 
designated by the Association, the Chief Physician 
of the Clinic as hereinabove provided, shall hold a 
clinic or sick call period for ambulatory cases among 
the Association members. 

“The Association shall likewise employ, at its own 
expense, a nurse mutually satisfactory to the Asso- 
ciation and the Clinic. 

“The physicians and surgeons of the Clinic will 
render attention either at the clinical office here- 
inabove referred to, or at the homes of the mem- 
bers. 

“The services agreed to be performed by the 
Clinic, through its physicians and surgeons, shall 
include medical and surgical attention of every 
character, including also eye, ear, nose and throat 
and oral surgery, but shall not include ordinary fill- 
ing afid dental work or venereal diseases. 

“X-ray service and special treatments shall be 
furnished by the Clinic to the Association mem- 
bers at actual cost to the Clinic, which cost shall 
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be paid to the Clinic by the individual members 
of the Association, and it is not agreed to be paid 
by the Association itself. 

“As a consideration of the services above ren- 
dered, the Association agrees to pay the Clinic 
seventy-five (75c) per member per month, the col- 
lection of such fees to be made by the Association, 
and remittance of such amount, together with an ac- 
counting and statement thereof, shall be made to the 
Clinic not later than the tenth of each month, such 
remittance and accounting to cover fees for the pre- 
ceding calendar month. 

“The contract and agreement shall take effect 
from and after the first day of August, 1924, and 
continue for the period of one year from such date, 
and thereafter indefinitely, unless terminated by 
either of the parties, such termination to be written 
notice served upon the other party thirty (30) days 
before the time of termination.” 


CONTRACT NO. 2 


“Upon the payment of $200.00 per month, the 
services of your staff are available to the officers 
and employees of this bank for consultation, exam- 
ination, and treatment of minor cases of illness, in 
our building when necessary. However, employees 
are not required to accept this service, but are free 
to employ the services of their family physician at 
their expense if they so desire. 

“Any treatments given our employees at the clinic 
and all home visits are made at the request of the 
employee, without any knowledge or liability on the 
part of this bank, and we presume the charges made 
in such instance are in accordance with the economic 
standing of such employee.” 


The decision of the Judicial Council of 
the American Medical Association in con- 
firming the suspension of the Dallas phy- 
sicians was in part as follows: 


“The fundamental issue in dispute in this case 
is the ethical character of certain contracts held by 
the appellants to give medical service to groups of 
people on a monthly per capita plan of payment. 
No essential facts of the contracts were in dispute. 

“Tt is contended by the appellants that these con- 
tracts were not in violation of all or any of five 
conditions which the Judicial Council has declared 
at various times are conditions, which obtaining, 
made a contract unethical. The Dallas County 
Medical Society which sentenced these appellants to 
suspension contended that these contracts violated 
all five of these conditions. When, in its constitu- 
tional function as authority over ethical matters, the 
Judicial Council expounds the subject of contract 
practice and lays down certain principles which, 
when present, create an unethical contract it is not 
to be assumed that those are the only principles 
which may have that effect. A fundamental of 
medical ethics is that anything which in effect is op- 
posed to the ultimate good of the people at large 
is against sound public policy and therefore uneth- 
ical. On the five points mentioned the appellants 
presented a strong argument which might be con- 
vincing if’'a narrow or local view only is considered. 
Nevertheless the Judicial Council is of the unani- 
mous opinion that this type of contract is unethical 
on the basis of being contrary to sound public policy. 

“The appellants were at the same time convicted 
of violation of a by-law of the society forbidding 
the holding of certain contracts and pleaded error 
in the trial on a technical procedure. This phase 
of the appeal was not pressed by either side, but from 
such records as were submitted to the Council, it is 
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of the opinion that no reversible error was proven. 
“The action of the Board of Councilors of the 
State Medical Association of Texas is confirmed.” 


Although only touching the high spots of 
the Dallas case, the facts summarized in the 
foregoing paragraphs may set a precedent 
for solution of similar problems confront- 
ing other county medical societies. 

Obviously, local situations and circum- 
stances will vary greatly. Each will have 
to be considered as an individual, isolated 
problem. However, the broad, general and 
fundamental principles upon which action 
can be based will apply in many cases. 

Commenting on the case and the decision 
of the Judicial Council, Dr. Holman Taylor, 
editor of the Texas State Journal of Medt- 
cine, made the following observations: 


“No matter how the problem is approached, solu- 
tion must begin in the society, and chances are that 
for the most part it will remain there. Only in the 
instance new issues are raised in similar cases will 
there likely be appeal, the case here discussed serv- 
ing adequately as a precedent in the character of 
contracts considered. 

“It is difficult to see how any group could lay 
down hard and fast rules for the control of con- 
tract practice under the varying conditions con- 
fronting practitioners throughout this country. It 
is easily possible, and it should be done, and soon, 
to expand the five points advanced by the Judicial 
Council and above quoted, into more specific provi- 
sions, although still of a general nature, supported 
by case reports, as it were, both actual and hypo- 
thetical. In the meantime, it is up to the county 
medical society to deal with the situation. 

“It would seem quite evident that the trend of 
practice under even the modest form of contracts 
complained of in this case, towards the develop- 
ment of groups of a large variety, based upon many 
and different factors but all for the purpose of se- 
curing medical service at a reduced rate, and it is 
in the ultimate result of this development, under 
the very complex organization of society at this 
time and in the face of the tendency toward the 
socialization of not only medicine, but other voca- 
tions, that is to be feared, not only, as we have 
already said, by the medical profession but by the 
public as well.” 





POST-GRADUATE COURSES 
Auspices of 
The Department of Post-Graduate Medicine 
—University of Michigan 
and the 
Michigan State Medical Society 


The following opportunities for post- 
graduate work, within our state and at ex- 
tremely reasonable expense are imparted to 
our members. Embracing these opportunt- 
ties will be most profitable. You owe it to 


yourself, your community and to your pa- 
tients. 


Read these announcements carefully. 
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Perceive the timeliness of each subject and 
the clinical ability of each instructor. Note 
the opportunity for additional work so that 
you will be able to utilize practically every 
hour. 

Having done so, elect the course or 
courses you desire to take and write today to 
the Department of Post-Graduate Medicine, 
University Hospital, Ann Arbor, Mich., for 
enrollment or additional information. [lse- 
where in this department you will find an 
article imparting added reasons as to why 
every doctor should plan to do some post- 
graduate work each year. 


Course 1 
OPHTHALMOLOGY 


and 
OTOLARYNGOLOGY 

The course is arranged by the Departments of 
Ophthalmology and Otolaryngology of the Univer- 
sity Medical School. It is designed to review the 
fundamental principles of these subjects through lec- 
tures, demonstrations and -operative procedures by 
men of national prominence. Opportunity will be 
given to observe the application of the more modern 
developments in these specialties. 

Night classes will be held in the anatomical lab- 
oratories for the reyiew of dissection and operative 
procedures. 

This program is offered to those especially inter- 
ested in these fields as a means of further study and 
is not intended to prepare practitioners for speciali- 
zation. 

The first three days of the course will be devoted 
to Otolaryngology and the second to Ophthalmology. 
The fee is $25.00, or $15.00 for either division. En- 
rollment is limited and registration will be in order 
of application. Check should be sent with application. 
This will be returned if applicant finds it impossible 


to attend. 
OTOLARYNGOLOGY 
Monday, April 24th 
MORNING 
8:00- 9:00 Registration. Room 2040. 
9 :00-10:30 Clinical pathological conference. 
Dr. C. V. WELLER 
Dr. A. C. FURSTENBERG AND STAFF 
10 :30-12:00 Diseases of the temporal bone. 
Dr. Harorp IJ. LILtie 
Rochester, Minn. 
AFTERNOON 
2:00- 3:00 Clinical presentation. 
Dr. Harotp |. LILire 
3:00- 4:00 Clinical and pathological aspects of 
malignancy of the nose and sinuses. 
Dr. Norton CANFIELD 
4:00- 5:00 X-ray and radium treatment. 
Dr. HaAroLtp JAcox 
EVENING 
7 :00 Anatomical studies. 
Anatomy Laboratory 
New Medical Building 
Tuesday, April 25th 
MORNING 
9 :00-10:30 Complications of acute suppurative 
otitis media. 
Dr. A. C. FURSTENBERG 
10 :30-12:00 Meningitis in special relation to va- 


rious kinds of suppuration of the 
bone. Dr. WeEtts P. EAGLETON 
Newark, N. J. 
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2 :00- 3:00 


3:00- 4.00 
4:00- 5:00 


7 :00 


9 :00-10 :30 
10 :30-12 :00 


2 :00- 3:00 
3:00- 4:00 


7 :00 
9 :00-10 :30 
10 :45-12 :00 


1:30- 2:30 


2 :30- 3:00 
3:00- 4:00 


4:00- 5:00 


9 :00-10 :30 


10 :30-12 :00 
1:30- 2:30 
2 :30- 4:00 
4:00- 5:00 


9 :00-10 :30 
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AFTERNOON 
Clinical presentation. 
Dr. Wetts P. EAGLETON 
Head pain. , Dr. Max M. PEEtT 
Interpretation of X-rays of sinus 
and temporal bone. 
Dr. Frep J. Hopces 
EVENING 
Anatomical studies. 
Anatomy Laboratory 
New Medical Building 
Wednesday, April 26th 
MORNING 
Mucous membrane lesions. 
Dr. Upo J. WILE 
Nasal accessory sinus disease. 
Dr. Ferris N. SMITH 
Grand Rapids, Mich. 
AFTERNOON 
Clinical presentation. 
Dr. Ferris N. SMITH 
Localization of otitic brain abscess. 
Discussion of aphasia. 
Dr. Cart CAMP 
EVENING 
Anatomical studies. 
Anatomy Laboratory 
New Medical Building 
OPHTHALMOLOGY 
Thursday, April 27th 
MORNING 
Operations Dr. GrorceE SLocUM 
Dr. F. B. FRraricx 
The retinal blood-vessels and the 
fundus in arterial sclerosis, hyper- 
tensive disease and nephritis. 
Dr. Wrtt1aAm H. SToKEs 
Omaha, Nebraska 
AFTERNOON 
The retinal blood-vessels and the 
fundus in arterial sclerosis, hyper- 
tensive disease and nephritis. 
Dr. Wiitt1AmM H. StToKEs 
Management of glaucoma. 
Dr. F. B. FRALIcK 
Demonstration of cases and slides. 
Dr. F. B. FRAtiIcK 
Dr. R. C. WARNER 
The etiologic relations of nephritis, 
diabetes, arterial sclerosis, perni- - 
cious anemia and leukemia to affec- 
tions of the eye, and their diag- 
nostic value in general disease. 
Dr. CHARLES Brown 
Friday, April 28th 
MORNING 
The selection of operation for 
squint, including a broad survey of 
the subject. Dr. CHArtEs P. JAMESON 
Operations. Eye muscles. 
Dr. CHARLES P. JAMESON 
Brooklyn, N. Y. 
AFTERNOON 
The selection of operation for 
squint, including a broad survey of 
the subject. 
Dr. CHARLES P. JAMESON 
Demonstration of cases, pathologi- 
cal specimens, and slides. 
Dr. F. B. Fraricx 
Dr. R. C. WARNER 
Non-specific protein therapy. 
Dr. D. M. Cowre 
Saturday, April 29th 
MORNING 
Operations and demonstrations. 
Dr. GEorGE SLOCUM 
Dr. F. B. FRAtick 


10 :45-12:00 Exophthalmos and toxic goiter and 
the relation of exophthalmos to 
metabolism and goiter. 
Dr. ALBERT D. RUEDEMANN 
Cleveland, Ohio 
AFTERNOON 
1:30- 2:30 Exophthalmos and toxic goiter and 
the relation of exophthalmos to 
metabolism and goiter. 
Dr. ALBERT D. RUEDEMANN 
2:30- 4:00 Demonstration of cases, slides and 
pathological specimens. 
Dr. F. B. Fraricx 
Dr. R. C. WARNER 
Dr. Don MARSHALL 
4:00- 5:00 Focal infections arising from dis- 
eases of the teeth and the relation 
between the first and second teeth 
and eye conditions. 
Dr. CHALMERS J. Lyons 





Course 2. 
DISEASES OF THE HEART AND 
CIRCULATORY SYSTEM 


University HospitaL, ANN ARBOR 
Aprit 3-7, 1933 


The course outlined in this announcement is a 
part of the program of post-graduate teaching in- 
augurated by the Department of Post-Graduate 
Medicine of the University of Michigan and the 
Michigan State Medical Society. 

In order that the lectures and clinics may be as 
informal as possible and because ward rounds and 
opportunities for physical examinations of patients 
will be given, enrollment will be limited. 

The fee for the course is $15.00, payable on ap- 
plication. If unable to attend, fee will be returned. 

Registration will be in order of application. 


Monday, April 3rd 
MORNING 
9:00-10:00 Registration. Room 2040. 
10:00-12:00 Ward Rounds. Dr. Franx N. Witson 
AFTERNOON 
1:30- 3:30 Disturbances of the cardiac mech- 
anism and electrocardiogram. 
Dr. FRANK N. WItson 
3 :30- 4:30 Indications for digitalis and quinidin. 
; Dr. Paut S. BARKER 
Tuesday, April 4th ‘ 
MORNING 
9:00-10:00 Rheumatic heart disease. 
Dr. FRANK N. WILSON 
10:00-12:00 Ward rounds. Heart conditions in 
children. 





Dr. D. Murray Cowie 
AFTERNOON 
1:30- 2:30 Diets in use in cardiac failure, hy- 
pertension and obesity. 
Mrs. Dorotuy S. WALLER 
2:30- 4:30 Use of fluoroscope in study of the 
heart. Dr. Frep J. Hopces 


Wednesday, April 5th 
MORNING 
9:00-10:00 Symptoms and signs of heart failure. 
Principles of treatment. 
Dr. Frank N. WILSON 
10:00-11:00 Ward rounds. Dr. Franx N. WILson 
. AFTERNOON 
1:30- 2:30 Arteriosclerotic heart disease. 
Dr. Rosert L. Novy 





Detroit 

2 :30- 3:30 Cardiac pain and coronary throm- 
bosis. Dr. Huco A. FREUND 
Detroit 


3 :30- 4:30 X-ray conference. 
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Thursday, April 6th 2 :30- 4:30 Clinical pathological conference in 


_. MORNING cardiac pathology. 
9 :00-10:00 Cardiovascular syphilis. Dr. Cart V. WELLER 
Dr. Frank N. WILson Dr. Frank N. WILson 
10:00-12:00 Ward Rounds. Dr. D. Murray Cowle 
AFTERNOON Course 3 
1:30- 2:30 Congenital heart disease. PROCTOLOGY 


Dr. Frank N. WILSON 
Graphic records of heart sounds 
and heart murmurs. 

Dr. FRANKLIN D. JOHNSTON 
Circulatory problems in relation to 
Obstetrics and Surgery. 

Dr. E. 


The frequency and importance of ano-rectal and 
colonic disease as causes of local disabling conditions 
and systemic manifestations, together with many re- 
quests for greater recognition of this subject on the 
general program of post-graduate teaching, have led 
us to set aside a fortnight for a more extensive 
presentation. While emergency and office treatment, 
requiring a minimum of experience and equipment, 
will be emphasized, conditions which require more 
highiy specialized methods both in diagnosis and 
treatment will be demonstrated. 

Instructors 


2 :30- 3:30 


3 :30- 4:30 


D. SPALDING 
Detroit 





Friday, April 7th 
MORNING 
Bacterial endocarditis. 
Dr. Frank N. WILSON 
Ward Rounds. Dr. Franx N. WILson 
AFTERNOON 
Goiter heart. Dr. NorMAN E. CLARKE 
Detroit 


9 :00-10 :00 
10 :00-12 :00 
1:30- 2:30 


Dr. Epwarp G. Martin 
AND ASSOCIATES 
Second week: Dr. Louts J. HirnscoHMAN 
AND ASSOCIATES 


First week: 


RECEIVING HOSPITAL—DETROIT, MICHIGAN 


FIRST WEEK Dr. Epwarp G. MARTIN AND ASSOCIATES 



























































Monday Tuesday Wednesday Thursday Friday Saturday 
A.M. May 15 May 16th May 17 May 18th May 19 May 20th 
8:00 Exhibitions of special| Anal fissure and| Pruritus | Venereal diseases 
Anatomy and instruments used injulcer. Surgical | ani. of anus and rec- 
physiology of anorectal practice. and non-surgical tum. 
anus, rectum and] Pre-operative and treatment. ; 
9 :00 | colon. post-operative care. Anomalies, de- Review 
Various types of an-|Stricture of anus| Prolapse |formities and 
esthesia in anorectal |and rectum. of rec- malignancies of of 
surgery. tum. the anus, rectum 
and colon. work 
General consider- Operative Operative Operative Operative of 
10:00] ation of procto- 
logic diseases. wr week 
Clinic Clinic Clinic Clinic 
Symptoms sug- with 
gesting the neces- 
sity for examina- Operative 
tion of anus, rec- 
11:00 | tum and colon, Clinic 
with technic of 
of examination. 
Dr. Louis J. HirscHMAN AND ASSOCIATES 
SECOND WEEK 
Monday Tuesday Wednesday Thursday Friday Saturday 
A.M. May 22nd May 23rd May 24th May 25th May 26th May 27th 
Focal infection Constipation, | Office methods | Malignant dis- 
8:00 from procto- | Etiology and | obstipation of treatment | eases of anus 
logic stand- treatment of and fecal and rectum. Review 
point. abscess of impaction. Colostomy, 
Cryptitis, anus, and rec- | Uses of Roent- | Hemorrhoids, | cecostomy, of 
9:00 papillitis, tum, anal and | genology in | internal and | colonic poly- 
polyposis. rectal fistula | Proctology external. posis, colitis work 
and pilonidal and colonic 
cyst. dysfunction. of 
week 
10:00 with 
Operative Operative Operative Operative Operative 
Operative 
Clinic. Clinic Clinic. Clinic. Clinic. 
Clinic 
11:00 
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The hours of instruction are from 8:00 A. M. to 
12:00 M. daily. The fee for the course is $25.00 
and should accompany application. This will be re- 
turned should applicant be unable to attend. 

Enrollment is limited and registration will be in 
order of application. 





Course 4 
PRACTITIONERS’ COURSE 
June 19-Jury 1, 1933 
DETROIT, MICHIGAN 

The fifth annual Practitioners’ Course will be 
given at the Receiving and Herman Kiefer Hospi- 
tals, Detroit, Michigan, June 19 to July 1, 1933, 
inclusive. 

The current need for medical service by the ma- 
‘jority of people is very great. Large numbers of 
remedial defects are being neglected in this period of 
economic stress. Preparedness by the profession for 
any increase in disabling conditions is highly desir- 
able, and in this time of unproductive effort the phy- 
sician can best afford to take advantage of oppor- 
tunities for post-graduate study. 

The course has been arranged to meet the needs 
of the practitioner by means of intensive studies in 
heart disease, coronary sclerosis, the ambulatory 
treatment of diabetes, office procedure in gynecology 
and proctology, the infectious diseases, tuberculosis, 
pyelitis, chronic abdominal conditions, the common 
psychoses, and focal infections. Each subject or 
special field, as far as possible, will be presented as 
a symposium by the internist, surgeon and pathol- 
ogist. 

The hours of instruction are from 8:30 A.M. to 
12:30 P.M. Afternoons and evenings may be de- 
voted to informal discussions, observation on the 
wards, dissection in the anatomical laboratory, or 
library work. This course will follow that in Proc- 
tology and be given concurrently with that of Gyne- 
cology, Obstetrics and Gynecological Pathology. 

Enrollment is limited and registration will be in 
order of application. Fee $15.00. 

FIRST WEEK 

Monday, June 19th 

RECEIVING HOSPITAL 
Essentials and technic of history 
taking. Its importance in diagnosis. 
Demonstration of cases. Routine? 
physical examination with emphasis 
upon relative importance of physi- 
cal signs. Dr. Huco A. Freunp 

Dr. E. D. SPALDING 


8 :30-12 :30 





Tuesday, June 20th 


RECEIVING HOSPITAL 
8:30- 9:30 Clinic. Acute rheumatic fever. 
Etiology, signs, symptoms, treat- 
ment. Dr. C. G. JENNINGS 
9 :30-10:30 Clinic. Rheumatic heart disease. 


Diagnosis and discussion of physi- 
cal signs. Dr. Douc.as DoNALD 
Clinic. Angina pectoris and cor- 
onary thrombosis. 

Dr. NorMAN E. CLark 
Clinic. Comparison of treatment 
of rheumatic heart disease with 
that of arteriosclerotic, hypertensive 
and syphilitic heart disease. 

Dr. Ropert L. Novy 


10 :30-11 :30 


11 :30-12 :30 





Wednesday, June 21st 
RECEIVING HOSPITAL 
Clinic. Symposium on relation of 
focal infection to systemic disease. 
(Sinus, middle ear, tonsil, mastoid). 
Medical and surgical management. 
Dr. J. Mitton Ross 


8:30- 9:30 
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9 :30-10 :30 
10 :30-11 :30 


11 :30-12 :30 


8 :30- 9:30 
9 :30-10 :30 


10 :30-11 :30 


11 :30-12 :30 


8 :30-12 :30 


8 :30- 9 :30 


9 :30-10 :30 
10 :30-11 :30 


8 :30- 9:30 


9 :30-10 :30 
10::30-11 :30 
11 :30-12 :30 


8 :30- 9:30 
9 :30-10 :30 


10 :30-11 :30 
11 :30-12 :30 





Jour. M.S.M.S. 


Clinic. Focal infection in teeth and 
gums. Dr. Don BELLINGER 
Gall stone and bladder disease. Di- 
agnosis and management. 

Dr. Harotp K. SHAWAN 
Anus and rectum. Medical and 
surgical management. 

Dr. Louts J. HtrscHMAN 





Thursday, June 22nd 

RECEIVING HOSPITAL 
Classification of nephritis. 
Exhibition of cases. Treatment of 
acute and chronic stages. 

Dr. ALPHEUS F. JENNINGS 

Clinic. Differential diagnosis of 
coccus kidney, pyelitis and appendi- 
citis. Dr. Wm. E. KEANE 
Enlarged prostate, local and sys- 
temic manifestations. Modern 
management. 


Dr. Harry W. PLAGGEMEYER 





Friday, June 23rd 
HERMAN KIEFER HOSPITAL 
Clinic. Infectious diseases. Pres- 
entation of different types. Em- 
phasizing preventive measures, pas- 
sive and active immunity and treat- 
ment. 

Dr. JoHN E. Gorpon AND STAFF 





Saturday, June 24th 
HERMAN KIEFER HOSPITAL 
Early diagnosis of tuberculosis. 
National Sanatorium Board criteria. 
Treatment of early tuberculosis. 
Treatment of moderately advanced 
and far-advanced tuberculosis 
(pneumothorax, phrenicotomy, tho- 
racoplasty). 
Treatment of common complica- 


_tions of tuberculosis (hemorrhage, 


laryngitis, gastro-intestinal, - renal 
and peritoneal types). 
Dr. Henry D. CHADWICK AND STAFF 





SECOND WEEK 
Monday, June 26th 
RECEIVING HOSPITAL 
Differential diagnosis of peptic 
ulcer and gall bladder disease. 
Dr. Bruce C. LocKwoop 
Common rectal lesions. Treatment. 
Dr. Louts J. HirscHMAN 
Functional gastro-intestinal diseases. 
Dr. Frepk. G. BUESSER 
Cancer of digestive tract. 
Dr. Max BALLIN 
Dr. Prinn F. Morse 





Tuesday, June 27 


RECEIVING HOSPITAL 
Differential diagnosis of glycosuria. 
Dr. Dante P. Foster 
Treatment of diabetes mellitus in 
non-insulin cases. Diabetic regimen. 
Dr. DAnteLt P. Foster 
Use of insulin in treatment. 
Dr. RicHarp M. McKEAN 
Prevention and treatment of com- 
plications. 





Wednesday, June 28th 
RECEIVING HOSPITAL 


Gynecology. Symposium on practical office pro- 
cedures and demonstration of common lesions. 
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8 :30- 9:30 Carcinoma of cervix uteri. Predis- 
posing factors. Office methods of 
making biopsy. Pathology of lesion. 
Treatment. 
Leukorrhea. Types. Demonstra- 
tion of slide suspension for Tri- 
chomonas. Gram stain. Use of 
tampons, douches and cautery. 
Dr. Warp F. SEELEY 

Sterility. Endocrine factors. Ex- 
amination to establish etiology. 
Bleeding. Indications for dilatation 
and curettage. Treatment of ane- 
mia. Endocrine factors. 

Dr. H. WELLINGTON YATES 


9 :30-10 :30 


10 :30-11 :30 
11 :30-12 :30 





Thursday, June 29th 
RECEIVING HOSPITAL 
Discussion of the neuroses and the 
psychoses, with demonstration of  , 
cases. Dr. Davin R. CLARK 
Psychoneurosis. Hysteria, Etiol- 
ogy, diagnosis and treatment. 
Dr. Davin R. Clark 
Anxiety neurosis. Manifestations, 
etiology, diagnosis and treatment. 
Dr. HetnricH A. REYE 
Traumatic neurosis. Common 
causes, diagnosis and management. 
Dr. HetnricH A. REYE 


8 :30- 9:30 


9 :36-10 :30 


10 :30-11 :30 


11 :30-12 :30 





Friday, June 30th 
RECEIVING HOSPITAL 
Chronic arthritis. Classification 
with demonstration of cases. 
Dr. FRANK J. SLADEN 
Common foot conditions. Hallux 
valgus and bunion treatment. Dem- 
onstration of Mayo type operation. 
Ingrown toe nails. Prolapse meta- 
tarsal arch. Foot strain. Flat feet. 
Gonococcus arthritis of foot. 
Dr. Atrrep D. LA FERTE 
The spine. Backache. Postural de- 


8 :30- 9:30 


9 :30-10 :30 


10 :30-11 :30 


fects. Sciatica. Lumbago. Diag- 
nosis and treatment. Value of X- 
rays. Demonstration of cases. 
Dr. Frepk. C. KIpNErR 
11 :30-12:30 Minor injuries. Sprains about 


ankle, knee. Torn ligaments, car- 
tilages. Injuries to hand. Severed 
tendons. Demonstration of cases, 
with treatment. 
Dr. CuHas. WM. PEABODY 
Saturday, July Ist 
RECEIVING HOSPITAL 
Clinic. _ Common - skin 
Diagnosis and treatment. 
Dr. HartHer L. Keim 
Treatment of syphilis during pri- 
mary stage. 
Treatment of syphilis during sec- 
ondary stage. 
Treatment of syphilis during latent 
stage. 
Treatment of cardio-vascular syph- 
ilis. 


8 :30-10 :30 


diseases. 


10 :30-12 :30 


Dr. Ropert C. JAMIESON 





Course 5 


GYNECOLOGY, OBSTETRICS AND 
GYNECOLOGICAL PATHOLOGY 


JuNE 19-Jury 1, 1933 
DETROIT, MICHIGAN 


A recent survey of the -gynecological services of 
several large hospitals shows that the operative re- 
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pair of birth injuries has decreased between 30 and 
75 per cent. If trauma is responsible in as great de- 
grec as we have believed for the development of 
cancer and other pelvic anomalies, it would seem that 
a rise in incidence of cancer and other disabling con- 
ditions is imminent. The following advanced course 
offers a thorough review of the basic principles of 
modern obstetrics, those involved in caring for in- 
juries common to childbearing, and the pathological 


changes incident thereto. 
pathological 


The abundant clinical and 


material of the Receiving, Herman 


Kiefer and Providence Hospitals will be utilized. | 
Enrollment is limited and registration will be in 


order of application. 


Fee $20.00. 


FIRST WEEK 
Monday, June 19th 
RECEIVING HOSPITAL 





8 :30- 9:30 Perineal repairs. Dr. Warp F. SEELEY 
9 :30-11:00 Cystocele, rectocele, prolapse. 
Dr. H. WELLINGTON YATES 
11 :00-12:30 Pathologic lesions of external 
genitalia. Dr. JAMEs E. Davis 
Tuesday, June 20th 
RECEIVING HOSPITAL 
8 :30-10:00 Malpositions of uterus. 
Dr. Warp F. SEELEY 
10 :00-11:00 Neglected tumors of the myome- 
trium. 
Dr. H. WELLINGTON YATES 
11 :00-12 :30, Non-malignant and malignant 
tumors of uterus. 
Dr. JAMEs E. Davis 
Wednesday, June 21st 
HERMAN KIEFER HOSPITAL 
8 :30-10:00 Toxemias of pregnancy. - 
Dr. HAroLtpD HENDERSON 
10 :00-11:00 Obstetrical hemorrhage and shock 


11 :00-12 :30 


8:30: 9:30 


in pregnancy. 

Dr. Warp F. SEELEY 
Pathology of eclampsia. 

Dr. JAMEs E. Davts 





Thursday, June 22nd 
RECEIVING HOSPITAL 


Ante-natal obstetrical 
diagnosis of pregnancy. 
Dr. HArotp HENDERSON 


care and 


9 :30-11:00 Cesarean section. 
Dr. Warp F. SEELEY 
11 :00-12:30 Placental and fetal pathology. 
Dr. JAMEs E. Davis 
Friday, June 23rd 
RECEIVING HOSPITAL 
8 :30-10:00 Infections of uterus and adnexa. 
Dr. Ward F. SEELEY 
10:00-11:00 Tubal and abdominal pregnancies. 


11 :00-12 :30 


8 :30-10 :00 
10 :00-11 :00 


11 :00-12 :30 


* Dr. H. WELLINGTON YATES 
Clinical pathological conference. 
Dr. JAMEs E. Davis AND STAFF 





Saturday, June 24th 
PROVIDENCE HOSPITAL 
Uterine myomata and fibromata. 

Dr. H. WELLINGTON YATES 
Differentiation of tumors and 
pregnancy. 

Dr. HAroLp HENDERSON 
Benign and malignant genital 
tumors. 
Dr. JAMEs E. Davis 





SECOND WEEK 
Monday, June 26th 


RECEIVING HOSPITAL 
Disorders of menstruation. 
Dr. Warp F. SEELEY 
Massive hemorrhage. 
Dr. H. WELLINGTON YATES 
Tissue changes in hemorrhage. 
Dr. JAMEs E. Davis 
Tuesday, June 27th 
RECEIVING HOSPITAL 


8 :30-10 :00 
10 :00-11 :00 
11 :00-12 :30 


8 :30-10:00 Infertility. 
Dr. Warp F. SEELEY 
10:00-11:00 Abortions. 
Dr. H. WELLINGTON YATES 
11:00-12:30 Sequences of abortions and mis- 


carriages. 
Dr. JAMEs E. Davis 





Wednesday, June 28th 
HERMAN KIEFER HOSPITAL 
Puerperal infections. 
Dr. Harotp HENDERSON 
Forceps deliveries. 
Dr. Warp F. SEELEY 
Diagnosis of curettings. 
Dr. JAMEs E. Davis 


8 :30-10 :00 
10 :00-11 :00 
11 :00-12 :30 


Thursday, June 29th 
RECEIVING HOSPITAL 


8 :30-10:00 Salpingitis, ovaritis, pelvic perito- 
nitis. 
Dr. Warp F. SEELEY 
10 :00-11:00 Endometritis, myometritis, servi- 
Citis. 


Dr. H. WELLINGTON YATES 
Pathological diagnosis of genital 
inflammatory lesions. 

Dr. JAMEs E. Davis 


11 :00-12 :30 


Friday, June 30th 
RECEIVING HOSPITAL _ 
Cul-de-sac and other drainage pro- 


cedures. 
Dr. Warp F. SEELEY 
Malignancy of uterus (treatment). 
Dr. H. WELLINGTON YATES 
Clinical pathological conference. 
Dr. JAMES E. Davis AND STAFF 


8 :30- 9:30 


9 :30-11 :00 
11 :00-12 :00 


Saturday, July 1st 


RECEIVING HOSPITAL 
Placenta previa, placenta ablatio. 
Dr. Harotp HENDERSON 
Mammary gland surgery. 
Dr. H. WELLINGTON YATES 
Tumors and inflammatory lesions 
of mammary gland. 
Dr. JAMEs E. Davis 


8 :30- 9:30 
9 :30-11 :00 
11 :00-12 :30 





Continuation work for two (2) weeks in the fol- 
lowing subjects may be arranged with Dr. James E. 
Davis: 

1. Gross examination of genital tissues. 

2. Methods of assembling clinical, gross and micro- 
scopic data concerning pelvic diseases. 

3. Fundamental principles for application of labora- 
tory data in practical work. 

4. Development of -material for records, writing 
papers and ready references to needed literature. 

5. Directed examination and study of fresh and 
preserved tissues of desired organs or parts. 
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(COUNCILOR FREDERICK A. BAKER 


President Robb has appointed Dr. Fred- 
erick A. Baker, of Pontiac, Councilor to 
serve the unexpired term of Dr. C. A. 
Neafie. The appointment has been con- 
firmed. 

Dr. Baker’s addition to the Council will 
be most welcome. He has ever manifested 
an earnest interest in medical activities. He 
is a student of organization, deeply inter- 
ested in economics and medical progress. 
He has contributed much of his time and 
thought to all medical interests and has ex- 
emplified sound, dependable leadership. 

















Dr. FREDERICK A. BAKER 


Frederick A. Baker was born in Wiscon- 
sin in 1887. He received his elementary 
schooling at Manistique, Michigan, which 
was supplemented by two years at Kalama- 
zoo College. He graduated from the Detroit 
College of Medicine and Surgery with the 
class of 1914, and was in general practice in 
the Upper Peninsula of Michigan five years. 
He received post graduate education in Eye, 
Ear, Nose and Throat in New Orleans, La., 
and in Vienna. He has practiced his spe- 
cialty, Eye, Ear, Nose and Throat, in Pon- 
tiac since 1920. He served as president of 
the Oakland County Medical Society in 1928 
and 1929. He is Consulting Ophthalmolo- 
gist to Pontiac State Hospital, a member of 
the Detroit Otolaryngological Society, 
American Medical Association, Staff of the 
General and St. Joseph Mercy Hospitals and 
of the Committee on Survey of Medical and 
State Health Services. 

















ApriL, 1933 


MINUTES OF THE EXECUTIVE 
COMMITTEE MEETING 


The Executive Committee of the Council 
met at 12:00 o’clock at the Pantlind Hotel, 
Grand Rapids, on February 28, 1933, pre- 
ceding the Annual Conference of County 
Secretaries. 


Present: Chairman B. R. Corbus, C. E. 
Boys, Henry Carstens, President J. Milton 
Robb, President-Elect George L. Le Fevre, 
and Secretary F. C. Warnshuis. 


1. The Secretary advised the committee 
of the removal of Dr. C. A. Neafie from the 
state to accept a position with the Depart- 
ment of Health of Maine, thereby creating 
a vacancy in the Council. In compliance 
with the Constitution, President Robb ap- 
pointed Dr. Fred A. Baker of Pontiac to fill 
the unexpired term of Dr. Neafie. Upon 
motion of Carstens-Boys the appointment 
was confirmed. 


2. The Secretary presented a communi- 
cation from the Chairman of the Committee 
on Survey of Medical and Health Agencies 
in which it was imparted that the committee 
was actively at work compiling the infor- 
mation that has been obtained through the 
survey and was now formulating conclu- 
sions and recommendations. The report of 
the committee will consist of some 400 to 
500 pages and it will be impossible to have 
it completed for distribution during the 
month of March. 

The question of calling a special meeting 
of the House of Delegates for consideration 
of this report was thoroughly discussed. At 
this juncture Councilors Heavenrich and 
McIntyre joined in the discussion. The gen- 
eral expression of opinion was that an ade- 
quate length of time should be given to dele- 
gates and members to carefully study the 
report and the summarizations and conclu- 
sions that were reached by the committee; 
that unless such an opportunity was given 
there would be a tendency towards precipi- 
tous and injudicious action, and that with- 
out such a study and familiarization with 
the contents of the report the House of 
Delegates could not record proper action. 
The suggestion was made that the report be 
sent out, as soon as it could be printed, to 
delegates and officers of county societies ; that 
regional conferences be arranged by Coun- 
cilors for the study and discussion of the re- 
port and that at these regional conferences 
some representative of the committee would 
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participate in the discussion. It was felt 
that these regional conferences would enable 
delegates and members to become familiar 
with the report and that they would then be 
better able to act upon its recommendations. 
At the afternoon session of the County Sec- 
retaries an expression of opinion upon this 
proposal was secured, and the Secretaries re- 
corded their support to holding these region- 
al conferences and to postpone the special 
meeting of the House of Delegates. 


In conformity with the foregoing on mo- 
tion of Boys-Carstens, the Secretary was 
directed to write each Councilor and request 
him to interview the officers and delegates 
of the societies in his district, and to ascer- 
tain from them whether it would be satis- 
factory and agreeable if such a plan was 
pursued and that the report be acted upon at 
a special meeting of the House of Delegates 
on the day previous to the date set for the 
Annual Meeting in September, and having 
secured this information from the delegates 
and officers in their district to send the same 
to the Secretary and upon the ascertainment 
of these expressions the Executive Commit- 
tee would determine the time and place for 
holding the special meeting. ) 


There being no further business the Exec- 
utive Committee adjourned subject to the 
call of the chairman. 


F. C. WaRNSHUIS, Secretary. 





MINUTES OF THE EXECUTIVE COMMIT- 
TEE MEETING HELD MARCH 1/7, 1933, 
DETROIT, MICHIGAN 


1. Upon call of the Chairman the Executive Com- 
mittee of the Council of the Michigan State Medi- 
cal Society convened in the Statler Hotel, Detroit, 
on March 17, 1933, at 4:30 P. M. 


Present: Chairman Corbus, J. D. Bruce, Henry 
Cook, A. S. Brunk, Henry Carstens, President Robb 
and the Secretary. In addition there were present 
members of the Legislative Committee, Earl I. Carr, 
C. F. Moll, Wm. C. McCutcheon and G. C. Pen- 
berthy. In addition during part of the meeting there 
was also present Editor J. H. Dempster, and Dr. A. 
H. Whittaker and Dr. N. Sinai. 


2. Dr. Sinai representing Dr. Marshall, Chair- 
man of the Committee on Survey of State Medical 
and Health Agencies, presented a verbal report of 
the progress of the work. The statement was made 
that practically all of the factual data had now been 
collected and were being prepared for presentation to 
the members of the committee. It was estimated 


* that it would consume about six weeks to edit and 


print these tactual data. It was estimated further 
that the committee would consume from four to six 
weeks to review the data, to formulate its conclu- 
sions and recommendations and to complete the final 
printing of the entire report. Dr. Sinai expressed 
the opinion that he did not see how it would be pos- 
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sible to save anything more than possibly a week or 
ten days by working overtime on this summariza- 
tion. 


Discussion was then entered into as to the best 
method of printing the report and causing its dis- 
tribution to delegates and officers of county societies 
in order that they might have a reasonable amount 
of time for intelligent consideration of the report 
and its recommendations before considering the 
same at a special meeting of the House of Dele- 
gates. There was also a discussion as to the advis- 
ability of calling the Annual Meeting of the State 
Society in the early part of June and devoting the 
entire session to a discussion of medical economics. 
Dr. Whittaker presented the views of certain mem- 
bers of the Wayne County Society and urged early 
consideration of the report even.though all its find- 
ings were not available. 


There was also an expression of sentiment from 
the Delegates outside of Wayne County recommend- 
ing that in view of the economic situation and also 
the need for time to review the report and formu- 
late an opinion that the special mecting of the House 
of Delegates be deferred until September. Many of 
the details surrounding the report, the changing pic- 
ture that is being produced in the country from day 
to day by reason of the financial upset and several 
other related problems were discussed at length by 
all present. On motion of Bruce-Cook, the Secre- 
tary was directed to advise Dr. Marshall that he call 
a meeting of his committee within a few days, that 
his committee should survey all the related facts and 
problems and then report back through the Secre- 
tary to the Executive Committee the earliest possible 
date at which they can complete the report, bring 
about its distribution and place it in the hands of 
delegates for intelligent consideration; and upon the 
securing of this advice the Executive Committee will 
determine the time and place for holding the meet- 
ing of the House of Delegates for the consideration 
of the report. 


It was also moved by Bruce-Cook, that the Chair- 
man of the Legislative Committee should contact Dr. 
Marshall and ascertain if there are any recommen- 
dations in the report that might make it desirable to 
secure action on during the present session of the 
Legislature, and that if such action is deemed neces- 
sary that the Legislative Committee shall give it 
their immediate consideration and initiate such ac- 
tion as may in their judgment accomplish the enact- 
ment of legislation during the present session of the 
Legislature. 


3. Chairman Carr and fellow members of the 
Legislative Committee presented to the Executive 
Committee a review of their activities. It was stat- 
ed that all the requests and instructions referred by 
the House of Delegates had been complied with and 
that bills were now in the Legislature for the pur- 
pose of securing the recommended amendments or 
changes in state laws. Further discussion was di- 
rected towards amendments to the Compensation 
Act, the bills relating to Tuberculosis, Amendments 
to the Crippled Children’s Act, Old Age Pension, 
Gross Income Tax, Liens for Hospital and Doctors’ 
bills. All told there are at present some one hun- 
dred and eleven bills relating to health and medicine 
that have been introduced in the present session of 
the Legislature. 


Extended and detailed discussion was directed to 
the reports of the Healing Arts Commission, the 
so-called Qualifications Bill, and the amendments to 
the present Medical Practice Act. These two bills 
emanate from the Healing Arts Commission ap- 
pointed by the last Legislature. The committee has 
carefully gone over these proposed enactments and 
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raised several questions regarding the provisions 
contained in these proposed bills. 


The Legislative Committee was instructed to use 
its best judgment as to the manner in which it would 
recommend to the Healing Arts Commission the fol- 
lowing desirable suggestions: 


(a) That the Board be empowered to refuse to 
issue licenses in Michigan tor those who do 
not purpose to maintain a continuous resi- 
dence, and also to empower the Board to 
suspend the license of licentiates who prac- 
tice only for a short period during each year 
in our resort areas. 

(b) The desirability of definitely fixing the re- 
sponsibility for investigation and procedure 
against violators of the law. 


(c) To empower the Board to formulate rules 
whereby they will be authorized to waive 
written examination of applicants who are 
graduated from an accredited medical col- 
lege. 

After further discussion, upon motion of Bruce- 
Carstens, the Executive Committee approved the ac- 
tivities of the Legislative Committee and instructed 
them to record endorsement of the bill making cer- 
tain amendments to the Medical Practice Act. 


On motion of Cook-Bruce, the Legislative Com- 
mittee was instructed to approve the so-called Qual- 
ifications Law. 

4. On motion of Cook-Carstens, the Publication 
committee, together with the Secretary, were in- 
structed to undertake the necessary investigations 
and perfect the details tor the publication of the 
report of the Committee on Survey of State Medical 
and Health Agencies. 


~ 


5. The Secretary presented a statement as to the 
advertising income of the JoURNAL and _ publication 
expenses. Upon motion of Cook-Carstens, the Pub- 
lication Committee in conjunction with the Secretary 
were instructed to review the financial problem of 
publication and to prepare recommendations for pub- 
lication economy. 


6. The Secretary presented a financial statement 
of the expenses of the Survey Committee. Upon mo- 
tion of Carstens-Bruce, an amount of $2,000 was ap- 
propriated for the work and the Secretary instructed 
to pay the incurred expenses just as soon as society 
funds were available. 


7. A communication was presented from Dr. 
Russell relative to a proposed series of cancer clin- 
ics to be supported by the Rotary Clubs of Michigan. 
The Chairman replied recommending that this mat- 
ter be first discussed with the Ingham County Medi- 
cal Society and with Councilor McIntyre, and that 
following such discussion further details and facts 
be presented to the Council for future consideration. 

There being no iurther business the Executive 
Committee adjourned at 11:10 P. M. 


F. C. Warnsuulis, Secretary. 





FINANCES 


The Grand Rapids depository for Society funds 
was one of the first Michigan banks authorized to 
resume full banking business. However, the So- 
ciety’s balance is at a low figure by reason of non- 
receipt of 1933 dues. Practically all County Secre- 
taries collected dues and deposited them in their 
local banks. The bank “holiday” froze these ac- 
counts. 


Now that banking business is being gradually re- 
sumed it is urged that County Secretaries arrange 
to remit collected dues promptly. 
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Proceedings—Annual Conference of County Secretaries 
Michigan State Medical Society 


Tuesday, February 28, 1933, Hotel Pantlind, Grand Rapids 


COUNTY SECRETARIES’ 
CONFERENCE 


Tuesday Afternoon, February 28, 1933 

The annual conference of County Secre- 
taries of the Michigan State Medical So- 
ciety at the Pantlind Hotel, Grand Rapids, 
Michigan, was called to order at 2:10 p. m. 
by Dr. F. C. Warnshuis, Secretary of the 
Society. 

Dr. Warnshus: 1 am sure that I voice 
the sentiment of the officers and Council of 
the State Society in expressing to you their 
appreciation for coming this distance to at- 
tend this Conference, which is really one of 
the most important sessions of our state or- 
ganization. 

We have heard a lot about depression and 
every avenue of industry seems to have had 
some resulting effect from the depression, 
but I don’t think that we as a medical or- 
ganization are willing to give in to the ex- 
isting situation. This program has been pro- 
vided and created for the purpose of giving 
the key officers of our State Society, the 
County Secretaries, an opportunity to come 
together and to discuss some of the prob- 
lems that are confronting organized medi- 
cine today. 

It has been customary to ask one of the 
secretaries to preside at this meeting, and I 
shall be very glad to entertain nominations 
as to whom you would like to have preside 
at this afternoon session. 

Dr. L. F. Foster, Bay City, was elected 
Chairman. 

Chairman Foster: We will proceed im- 
mediately to the program as prepared, and 
will listen at this time to the remarks of 
the Chairman of the Council, Dr. B. R. 
Corbus. 

Dr. B. R. Corbus: May I repeat what Dr. Warns- 
huis has just said, that this group is the most rep- 
resentative group in the State Medical Society. It 
is from this group particularly that your officers of 
the Society can get the views of the men in the field. 
| hope that you will discuss very freely these talks 
that are to be given, that we may know how you 
teel, believing that your expressions will give the 
views of the men whom you represent. 

These are parlous times, and the tension in the 


air reminds me very much of those meetings which 
were held in the early part of the last war. There 


is a difference which is clearly to be seen. We had 
at that time men whom we looked upon as leaders; 
we were pretty well told what our obligations were. 
Certainly we know, and the papers are continually 
repeating the statement, that at this particular period 
we seem to be lacking efficient leaders in all lines. 
That is true of the medical profession. Your officers 
who have had placed upon them the obligation of 
serving as your leaders as best they can, feel their 
inefficiency. We will do the best we can, we want 
to do the best we can, and perhaps like the English 
we will muddle through. 


Perhaps it is a good thing that we have not found 
some outstanding leaders who will tell us what to 
do; it forces the obligation upon us as individuals, 
upon you as members of this Society, to endeavor 
te solve your problems, to obtain your facts that 
the solution may be found, and it is the purpose of 
this meeting, as it has been the purpose of meet- 
ing of the national organization, of groups of secre- 
taries and of representative men throughout the 
country (I have been to two such meetings), to pre- 
sent the facts so that in some way we may come to 
unanimity of opinion so as to what is best to do along 
the lines which will serve to solve the problems con- 
nected with the economic situation that medicine 
finds itself in today. 


At the last meeting of the House of Delegates 
the Council was instructed to call a meeting of the 
House of Delegates in February of this year to 
hear the report of Dr. Marshall’s Committee on Sur- 
vey of Medical Agencies in Michigan. The Council 
has been forced to postpone that meeting by reason 
of the fact that the committeé with its many fact- 
finding groups has not yet been able to correlate 
the facts in such a way that they can be satisfac- 
torily presented, let alone to analyze them and make 
their suggestions to the House of Delegates. They 
will be able, so they tell us, to present to the House 
of Delegates a certain amount of the work which 
they have done, and they, promised us that they 
would be able to send out certain briefs about the 
15th of March. 


We are now in the midst of a more serious de- 
pression than we were in when this was first talked 
about, and there comes a question as to whether the 
Council is justified in calling such a meeting, whether 
the men throughout the state really want such a 
meeting at this time. It is a rather expensive thing, 
both for the State Society and the individual dele- 
gates. We don’t want a House of Delegates meeting 
which will not be representative of the entire state. 
During the afternoon I want to have your ideas 
upon the matter. 


It has been suggested that when the committee is 
able to send out its brief on the facts which it has 
gathered, there be regional meetings throughout the 
state, at which time they will consider these briefs 
in a more intimate way and at which time some 
member of the committee will appear before them 
to discuss the matter with them. That, it seemed to 
the Executive Committee this noon, might be a very 
good thing, and that I want your opinion upon. 

This program offers a really wonderfully instruc- 
tive afternoon. I am going to enjoy it and I know 
you will, too. I am glad you are here. I should 
like, Mr. Chairman, for Dr. Robb to have the op- 
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portunity to speak a moment before we go on with 
the main part of the program. 

Dr. J. Milton Robb (President): There are many 
problems, as Dr. Corbus has said, that are rapidly 
coming before us these days. If I may express my- 
self before you do, I can see nothing but good come 
of a meeting in the mid-year of the Secretaries of 
the County Societies of this state. It was my privi- 
lege about three weeks ago to go to Indianapolis 
and meet the different county secretaries of Indiana, 
and before that day was over many facts had been 
placed in the mind of everyone. Many facts will 
be left with us, even those who have been and are 
continuously in contact with these problems, for the 
purpose of letting them simmer during the next 
few months until we have our meeting in September, 
or, if there be a meeting of the delegates, that you 
men who are here can carry that information to 
them. The facts are that in the solution of our 
difficulties we must first present our problems and 
then we must give time for the solution, for the 
analysis: of those problems, a period of time of sim- 
mering. I do not believe that we are justified in 
rapidly coming to any conclusion on the things that 
we have before us at the present time. We certainly 
do not want to pass resolutions, we want to make 
no move that will act in the least as a boomerang 
when things have returned to normalcy. 

I am particularly delighted that you are here to 
look over the Auditorium and the facilities that 
Grand Rapids has to offer for our meeting here. 
I know that you will be able to go back home and 
give to the members of your local societies informa- 
tion that will bring them back to the meeting in 
the fall. 


Chairman Foster: It has been suggested by Dr. 
Corbus that a little later during the program we 
take a few minutes recess and discuss the advisabil- 
ity of holding or not holding the House of Dele- 
gates meeting as planned. While the meeting is 
going on you can roll that question over in your 
minds. 

At this time we have the pleasure of presenting 
the President-elect of the Michigan State Medical 
Society, who will present the subject of County So- 
ciety Unity. 

Dr. George L. LeFevre: Dr. Corbus mentioned 
that we were in a way without a leader. I suppose 
he meant a leader in this country, not a leader in 
medicine, because we have in this State Society three 
real leaders, and Dr. Corbus is one of them. Our 
President, Dr. Robb, is another one, and Dr. Warns- 
huis is the third. I think you all realize that they 
are leaders and they are going to lead the medical 
profession of the State of Michigan where it will 
be a great deal better off after this depression than 
ever before. 


We are having some experience that is very valu- 

able, for the reason that this depression did not 
’ strike one or two of us; it struck us all. It isn’t 
anything new; it is a little bit more severe than 
we ever had before. In my lifetime we have gone 
through four depressions, that is since I have heen 
old enough to realize what a depression is. We 
really have had five depressions since I was born, 
because I was born at the end of the Civil War, and 
I heard a great deal about the depression after that. 

In these depressions, as I have looked. at them in 
a medical way, we always find more trouble arising 
among doctors than at any other time. In good times 
doctors are always friendly and sociably inclined and 
they get along very nicely together, but as soon as 
a depression comes and your income is cut to a cer- 
tain extent, you realize that when a patient shifts 
from you to your neighbor you have lost something 
and you feel it more; consequently you are inclined 
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to say things that ycu would not say in good times. 

The reason I bring up this subject is because of 
the predicament that your State Society is in with 
regard to malpractice suits. Malpractice suits are 
increasing. In some communities they have had as 
high as nine and ten suits in one district, and that 
is too many when you stop to think that every mal- 
practice suit starts in our own circle from some- 
thing we may have said, unintentionally perhaps, but 
nevertheless we were not cautious. I want to warn 
you against those things. When any person comes 
to you and talks about your brother practitioner and 
says things that you know are not true, you should 
not listen to them; let him know right off the bat 
that he is traveling the wrong path; don’t let him 
think you are absorbing all that he tells you, but 
put him right. 

A suit could not go on without having a medical 
testimony of some kind. Some doctors tell me that 
they are called and can’t help going as witnesses. 
That is true. If you are subpoenaed you have to go, 
but you can always tell the truth when you are on 
the stand. What I mean by telling the truth is tell- 
ing exactly the position that you would be in if you 
had been in the other doctor’s place, taking care of 
that patient. 


Another important subject which I intend 
to mention for the benefit of the County 
Secretaries is this: the Secretary of the 
State Society issues a little bulletin which 
informs you of certain important things that 
are going on in the State Society. You are 
supposed to read that to your society. I 
don’t believe half the Secretaries ever read 
them; they neglect it, forget that they have 
received them, or don’t think it is worth 
while. Every letter that the Secretary sends 
to the County Society Secretary is an im- 
portant document; it is important because it 
tells you what is going on, and you should 
transmit that to every member of your so- 
ciety. It does not make any difference who 
is your speaker or what is going on that 
night, it is the duty of the secretary, after 
he has made the roll call and read the min- 
utes of the previous meeting, to read the 
communications; they should be read and 
discussed, and there should be time for dis- 
cussion of whatever that letter transmits. 

Another important thing is to try to get 
every member in your community to join 
this society. He may have some faults; he 
may not be right up to the standard of a 
physician as you consider it, but you must 
realize that if you bring him into your fold 
you may raise his standard and make a good 
physician of him. If you will not take him 
in, if you let him drift by himself, he will 
be a menace to your society and to the rest 
of us. 

I want you to remember these few points 
that I have brought out, because they are 
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so important to the success of medicine and 
also to the success that we may have in pre- 
venting socialistic or contract practice medi- 
cine or state medicine. Those are the things 
we are confronted with at the present time 
and toward which we may be traveling 
faster than we know. In these times doctors 
are prone to accept almost any kind of posi- 
tion that brings in ready cash, but it will 
be only of short duration and won’t be 
worth anything to them after business gets 
good again, which is bound to be the case. 
Times like these come every seven years, 
practically. You will have them to go 
through again the same as now, and this 
will be a good lesson on how to conduct 
yourselves for the next seven years in order 
to see that you don’t get in this predicament 
again that a lot of you are in now. 

Avoid debts. If the doctors in this com- 
munity didn’t have any debts they would be 
fairly well off. The thing that takes most 
of the income of the doctors today is the 
interest they have to pay. I know these are 
hard times for all of us, but bear just as 
much as you can and keep up the standard 
of medicine; elevate your brothers instead 
of trying to pull them down; always have 
a good word to say for your own brothers, 
and you will feel better and everybody else 
will feel better satisfied. I hope you will 
carry this message home to all of the mem- 
bers of your society. 


PUBLIC RELATIONS 


Chairman Foster: At this time we will hear a 
discussion of the subject of “Public Relations Com- 
mittee Opportunities,” by Dr. Ferris N. Smith of 
Grand Rapids. 

Dr. Ferris N. Snuth: We find ourselves 
at the moment in a period of economic and 
professional transition which is of great im- 
portance to every one of us and of con- 
suming interest to every one of us. It seems 
to me that we are coming to the close of one 
epoch in the practice of medicine and be- 
ginning another. The entire question of 
what is to happen to practice in the next 
few years is obviously of vital importance 
to every one of us individually and of equal- 
ly great importance to our various organiza- 
tions. We have had a long period in which 
there has been indifference, professional 
lethargy so far as the lay invasion of medi- 
cal function is concerned, an invasion which 
has had no counsel, no direction whatsoever 
upon the part of organized medicine. I have 
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in mind particularly the activities in various 
cities, such as clinics for tuberculosis, clinics 
for infant feedng, clinics for this, clinics for 
that, the attitude which has grown up in 
the boards of various hospitals that a doctor 
is just permitted to practice in the hospital, 
that the policies, both professional and ad- 
ministrative, will be determined by a lay 
board of trustees—all things of that sort 
are evidence of a lack of assertion on the 
part of the doctor individually and upon the 
part of his organization. All that has 
brought us to a point where these lay efforts 
are commencing to crystallize. 


Most recently we have had in the report 
of the national committee investigating the 
cost of medical care, the greatest crystallized 
evidence of lay effort to tell us what to do. 


Our responsibility at the moment is a dual 
one, as I see it: First, an organized effort 
to pull down, to tear down, many of the 
things which the layman has built up; sec- 
ondly, to construct something in the opera- 
tion of which we have a definite part. To 
that end county societies, state societies, the 
national organizations, have taken for some 
time past an increasingly great: interest in 
this matter of medical economics. All of 
these organizations have appointed commit- 
tees, either known as committees on medical 
economics or public relations committees. 
Personally I like the latter term better be- 
cause it includes everything that is included 
in the term “economics” and then some 
more. After all, the thing in which we are 
vitally interested, I believe, is public rela- 
tionship. 

What are the opportunities that are af- 
forded a society through its public relations 
committee and the ultimate approval of the 
efforts of that committee? First, probably, 
and biggest of all, is the reverse of the situa- 
tion in which we find ourselves. Justead of 
being led we ought to become leaders. In 
a subject which is vital to ourselves we 
ought to take the major part in molding pub- 
lic opinion, so to me that is the greatest op- 
portunity of a public relations committee. I 
believe that that committee’s efforts should 
be confined to such public relations as have 
to do with the ethics and the practice of 
medicine. I don’t believe that a public rela- 
tions committee should be in any wise inter- 
ested in public medical education and things 
of that type. Possibly if I touch upon the 
several points which are of prime interest to 
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the local public relations committee I will 
have touched upon the points which are of 
interest to all. I believe that Grand Rapids, 
Kent County, is a typical community so far 
as the practice of medicine is concerned. We 
have had all kinds of public activities that 
have been infringements upon and have 
made.demands upon medical cooperation for 
their success, and in no instance has the 
County Society as a whole ever been con- 
sulted as to the policy or the operation of 
these activities. In several instances the 
county society has attempted to intrude it- 
self into the administrative policy of some 
of these activities, and with no success. 


In the twenty years that I have been a 
member of Kent County Medical Society I 
never have seen any real society organiza- 
tion for an outside contact until within the 
last year. I have seen several abortive at- 
tempts to gain some of our professional 
rights in this connection and have always 
witnessed the breaking of the strike by 
plenty of willing ‘“‘strike-breakers” in the so- 
ciety. We have had “medical scabs” the 
same as the brick layers’ union and the mar- 
ble setters’ union. 


In the last year, or possibly the last eight- 
een months, since there has been such a gen- 
eral interest in this matter of professional 
relationships and public relationships, dur- 
ing this period in which the individual prac- 
titioner has informed himself better on the 
general trend of medical organization, we 
have had an entire about-face in our county 
society. We had the pleasure of witnessing 
the unanimous adoption of a plan submitted 
by the Public Relations Committee. I don’t 
think any medical society ever did anything 
unanimously before ; however, that happened 
here. We have had, subsequent to that, an 
example of excellent organization of a 
smaller group of the society in attaining a 
point which is very vital to this whole pub- 
lic relations movement, that is in obtaining 
from one of the hospital groups in the city 
a recognition of the county society as a fac- 
tor that had to be dealt with in any hospital 
consideration—obtaining this in spite of the 

fact that the stand had been taken that no 

relations whatsoever would be maintained 
with the medical union or the medical trust. 
That point was gained only as a result of 
organization. 


Our opportunities are various: First, to 


establish the medical society and the medical 
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practitioner in their proper relationship in 
all considerations of the community that 
have to do with medical problems, to edu- 
cate the public to believe that the doctor has 
some executive ability, that he is able to 
think along other lines than medical lines, 
and that he is a factor that must be con- 
sulted before any of these problems can be 
settled. We have to do at the moment in 
this town with a mutually agreeable fixed 
rate plan in our various hospitals for the 
care of people in certain earning brackets; 
we have had considerable to do with the lay 
agencies connected with our community 
chest, that is the lay agencies dealing with 
medical problems, and have been influential 
so far in effecting an amalgamation of the 
three principal constituents of that organi- 
zation. We have been properly and still are 
properly interested in the management of the 
medical care of indigents in the city, the 
nianagement of the city physician’s office, 
and likewise we are interested in the care of 
similar people upon the part of the county. 


I believe that these things are the oppor- 
tunities that confront the Public Relations 
Committee, in general molding public 
opinion and directing the activities that are 
going to settle the plan of practice for the 
average practitioner. | think that we will 
all admit that there is upon us now the be- 
ginning of a radical change. 


In that connection and in conclusion | 
believe that we all ought to approach this 
problem in a spirit of reciprocity, in a spirit 
of willingness to give and take, not trying 
to impose our ideas any more than we are 
willing to let some lay organization impose 
its ideas. I think we must have a consid- 
erable spirit of tolerance along the line upon 
which Dr. LeFevre has just been speaking. 
In these days every one of us feels the 
heavy hand of economic depression, some 
of us in distress; men are reaching out to 
do things in practice that they ordinarily 
would not do, things that are still within the 
realm of ethics, of good practice, but things 
that might be controversial. I think we 
must have a big spirit of tolerance for that. 
Throughout the whole country there is no 
unanimity of opinion as to what constitutes 
good ethics in certain types of practice, and 
one idea in California is an entirely difter- 
ent idea in Michigan or Pennsylvania; in 
Texas we have an example of another type 
of practice which may not be acceptable at 
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all in New York. We must get the idea 
that each of these communities will have 
to settle its public relations problems, to a 
certain extent, in a manner to fit that com- 
munity, and it cannot go further than to 
make those conform to general rules or to 
general principles laid down by our larger 
organisations. 

Chairman Foster: Dr. R. L. Finch, of 
Lansing, is going to talk to us at this time 
on the subject of Enlisting Community 
Good Will. 


COMMUNITY GOOD WILL 


Dr. R. L. Finch: 1 believe that funda- 
mentally before we can consider the subject 
of enlisting community good will we must 
first realize that the county society is the 
fundamental unit of the medical men. May- 
be in some of your societies you do not 
have the controversy about which is more 
important, a staff meeting of the hospital 
or the meeting of the county society. In 
Lansing we have two hospitals, and a staff 
in each hospital; they meet once a month. 
That means the first Tuesday for one hos- 
pital, the second for the other hospital, the 
third Tuesday for the medical society. But 
I believe that the real fundamental unit 
niust be the county medical society, and ‘I 
think starting with that as a premise you 
can probably get some idea of how we may 
enlist community good will through our 
society. 

The A. M. A. may do a great deal, the 
state society may do a great deal, but I 
believe that the real work of the contacts 
between you and the community must not 
be through the larger organization but must 
be through your own county society. 

Probably all of us have some pet ideas 
(I have a few) of how we are going to 
enlist community good will through our 
societies. I think one of the first steps is 
by process of education. How are we go- 
ing to educate the community, or, to steal 
Dr. Christian’s thunder, make the people 
health conscious? 

Recently I was talking to a young lady 
who told me an experience she had in the 
grade schools. She remembered that a 
toothpaste company sent around to each 
desk a tube of toothpaste and a toothbrush, 
with the admonition to “See your dentist 
every six months.” .Amos and Andy did 
nothing new; that was some twenty vears 
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ago. She told me that she never forgot 
that. One problem we have is to sell our- 


selves first to the schools. We read in the 
papers, occasionally, that Dr. So-and so was 
talking at the Eastern High School or the 
Western High School Auditorium on a sub- 
ject of health; we read that Dr. So-and-so 
was talking to the Parent-Teachers’ Asso- 
ciation. I believe these things should be 
done, but I think they should be done under 
the direction of organized medical societies . 
and not promiscuously by having some lay 
person ask some doctor whether he is quali- 
fied to talk on a certain subject. I believe 
the county society can enlist the good will 
of the community first by getting the chil- 
dren in the schools organized by the society, 
sponsored by the society and regulated by 
the society. 

That also applies to the parents through 
the Parent-Teachers’ Association. We, as 
members of the county society, can have an 
organized program whereby speakers of our 
society can go out to the Parent-Teachers’ 
Association under an organized plan and sell 
ourselves to those parents. 


The third medium, of course,-is the news- 
papers. Everyone nowadays reads Dr. 
Brady. Just the other day a patient was 
telling me, “Dr. Brady said thus and so.” 
We would be surprised if we knew how. 
many people read the health columns of the 
newspapers. On another page we see that 
Dr. So-and-so is advertising a cure for can- 
cer, that this quack and that quack are 
advertising in the papers. This may be far- 
fetched, and it may not be possible, but I 
personally should like to see all health dis- 
cussions in the newspapers really censored 
by the county medical society in the county 
in which that paper is published. I do not 
know whether that can be done, but it is a 
problem we must face. 


Just recently in our county in making our 
contract with our city commission to. take 
care of the indigent sick, we told the com- 
mission that we would endeavor to use part 
of the money for the benefit of the commu- 
nity so the people at Jarge would get at least : 
a little benefit from the few dollars that we 
are getting for taking care of the sick. . 
After much discussion we decided to have 
a public meeting sponsored by the society, 
and we had a speaker from the National 
Economy League talk in Lansing before 
about 1600 people. We realized that taxa- 
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tion was one of the big problems of the 
day, discussed by everyone, and we had Cap- 
tain Mills, the field secretary of the Nation- 
al Economy League at Washington, come 
to Lansing. He met with the Kiwanis Club 
at noon, and in the evening he spoke to an 
assembly of about 1600 people. It was a 
free meeting sponsored by the Medical So- 
ciety, but we had cooperating with us prac- 
tically every organization in the city of Lan- 
sing. We had the bankers, we had the bar, 
we had the education department, we had 
all the service clubs, we had the P. T. A., we 
had the nurses’ association, we had the aux- 
iliary, we even had the foreign wars’ as- 
sociation, and practically every organization 
cooperated with tis to put on this public 
meeting. I believe there is nothing we have 
done in the last year, probably in the last 
ten years, that so sold us to the general pub- 
lic. We received a great deal of publicity 
and comment, and the question began to be 
asked: Why is the medical profession in- 
terested in economy? I think everybody is 
interested in economy, and certainly if any- 
body should be, the physician should be. 
You would be surprised how little that 
meeting cost. 


I believe the medical man must remember 
that he also should be a good business man. 
We all know what it means to collect our 
accounts. I recently had a letter from the 
personnel director of one of the automobile 
concerns at Lansing in which he told me 
that many of these men had not received a 
full pay check probably for months, and the 
first time they received a pay check there 
were six or eight garnishments against it; 
they didn’t have time to get even a few of 
the necessities of life before all the credi- 
tors in town were right on top of them. He 
requested some cooperation from the Med- 
ical Society. 

In Lansing, the same as you have here 
and in some other towns, we have the so- 
called credit exchange, which I think is do- 
ing a wonderful work. They are not per- 
mitting any garnishment, any judgment, 
any suit, against a man until he has received 
at least three pay checks, which gives a man 
a little breathing spell. They are endeavor- 
ing to get all the man’s accounts together 
and prorate them; they decide how much 
each creditor will get. 


How does that apply to us? If we are 


fortunate enough to get our bill in ahead of 
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anybody else, how, for instance, is the coal 
man going to feel toward us, how is the 
grocer going to feel, how are the other mer- 
chants going to feel? You would be sur- 
prised at the good will these men have, not 
only toward us but toward one another by 
the fact that they are getting something, 
not as much as they have coming, but they 
are getting something at least and the man 
still has enough to carry on for some time. 

There are many other things that I be- 
lieve the credit exchange could do for us 
as medical men in acting as a buffer. The 
very fact that they will give us information 
on the credit of certain individuals is valu- 
able. When a new patient comes to you, 
over the telephone you can find out that he 
owes Dr. So-and so, Dr. So-and-so, and all 
the stores and now he is coming to you to 
try to get credit. You can then say to that 
patient, “If you will make an arrangement 
with the credit exchange whereby you will 
take care of these bills so that everybody 
will be getting a certain amount, | will take 
care of you.” Those are things which not 
only help you but make the community feel 
that you are not out to get everything you 
can out of them. 

Along that same line, there is a new bank- 
ruptcy law before the legislature at the pres- 
ent time. We know what bankruptcy has 
done to individuals. We know how many 
men are going into bankruptcy today. Un- 
fortunately, some physicians are going into 
bankruptcy. I think if we support this law 
there will be less bankruptcy than before. 
A trustee is appointed; the man who owes 
the money pays him 3 per cent, the man 
who receives the money pays 7 per cent, and 
for that 10 per cent he handles the man’s 
accounts and prorates his income to the 
creditors, depending on what the income is, 
and saves the man from going through 
bankruptcy. As a result he saves all of us 
money. 

These are just a few ideas, but I believe 
they can be worked out; I know some of 
them are being worked out, while others 
must have a lot more thought and time in 
order to be made workable. The main thing 
is the education of the people from the child 
to the parent and the community at large 
through public meetings. We are going to 
enlist more community good will in this 


way than possibly in any other way. 
Dr. Warnshuis: Will you tell the secretaries about 
your county meetings and dinners? 
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Dr. Finch: By our arrangement with the 
city we get a certain stipend per month. In 
order to have community good will we must 
first have good will among our members. If 
we don’t have them all pulling together with 
a fine spirit we are not going to be able to 
create a cooperative spirit in the community. 
With that income, these men who belong to 
our society are taking care of the indigent 
cases in the hospital. The city physician 
takes care of them in the home, but in the 
hospitals, whether the case is surgical or 
medical, it is taken care of free of charge. 
We do two things with that money. First, 
we pay dues; every member of the county 
society has his dues paid for him. Second- 
ly, we pay for the dinners. We have a din- 
ner once a month, at which time we have 
an outside speaker. What is the result? 
Everybody says, ‘““When is the next meeting? 
Wasn’t that a wonderful program? What 
is the next one going to be?” It has added 
to their anticipation. 

We also have a bulletin which comes out 
just before the meeting. We put all our 
minutes in that, and we take care of most 
of our business through the bulletin. We 
are securing a wonderfully cooperative 
spirit among the individual members of our 
society, which I think is primarily important 
before we can carry it into the community. 
Paying the dues and the dinners brings 
wonderful turnouts, we are getting excellent 
audiences for our speakers, and everybody 
goes away feeling it was good for him to 
have been there. 

Chairman Foster: We are now able to revert to 
the third subject, which is of unusual interest in 
times like these, the question of “Contracts for In- 


digent Care,” which will be presented by Dr. F. A. 
Baker, of Pontiac. 


CONTRACTS FOR MEDICAL CARE 
OF INDIGENTS 


F. A. BAKER, M.D. 
PONTIAC, MICHIGAN 


The medical care of the indigent is a 
problem coming to the attention of the med- 
ical profession in a manner that challenges 
us. The increase of indigency is setting up 
an unprecedented problem, and the profes- 
sion is being asked to do more for less, than 
at any other period in our history. 

The inheritance of this social catastrophe 
brings an added burden to the medical pro- 
fession, whereby we can at our will and by 
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our handling of the problem, increase or 
decrease indigency. A paternalistic attitude 
by the profession may mean that by our 
leniency we may contribute to a future in- 
creased demand for free medical service. 

There has been so much said and written, 
on the care of the indigent, that it is difficult 
to assemble the facts, so confused has be- 
come the literature with irrelevant matter. 

To me it seems there should be no very 
difficult problem in this matter. There are 
some certain fundamental points which 
should always be in mind. 

The principle of payment for services ren- 
dered is, I think, a fundamental issue. 
There is need for education on this point. 
Too long has the medical profession let the 
public think its services were to be taken, 
yea, commandeered, without any considera- 
tion! The success of any plan depends upon 
this point. 

I have been asked to discuss with you to- . 
day, “Contracts for Indigent Care.” I do 
not think there is much to discuss as far as 
a contract itself is concerned. A contract 
is nothing more than a promise to do a cer- 
tain thing, to fulfill an obligation for a con- 
sideration. A contract is one thing. The 
medical care of the indigent is an entirely 
different matter and should be quite apart 
from the contract. 

A contract for indigent medical care may 
be based on two or three different points of 
remuneration. 


1. The lump sum basis which is that in- 
corporated in the so-called Iowa plan. 

2. A fee schedule. 

3. A percentage plan on the basis of so 
much per family per month. 


Under the Iowa plan a lump sum is 
charged, and this lump sum is generally 
based upon the alleged known costs, or an 
estimate by a group of physicians in the lo- 
cality. It is more or less a guess. 

The fee schedule is based on a reduction 
of the prevailing fees for work in that com- 
munity. 

The third method is one which in my 
opinion has merit. 

Contract practice in Michigan is not new. 
I think I can say I am acquainted with one 
phase of contract practice as it was in force 
in the upper peninsula of Michigan. Our 
mining and. lumbering locations, all with 
few exceptions, were administered medic- 
ally by contract physicians. It was a high 
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type of service, well administered and en- 
tirely satisfactory from the viewpoint of 
the public. 

The base scale of payment in most cases 
was a charge of $3.00 per family per month 
(single persons considered as a family) 


which included surgery and obstetrics; a fee - 


of $1.50 to $2.00 for medical care not in- 
cluding these. 

It seems to me this fee can be used as 
a basis for bargaining, once the point of 
policy, that medical indigent care should be 
paid for, is sold to the officials with whom 
we must deal. I see no reason why a group 
of physicians cannot approach public of- 
ficials with this proposition and say to them, 
‘““Here’s what contracts for medical care are 
worth, what percentage of this will you al- 
low for the care of the indigent ?” 

The very fact that you have before you 
figures which have been accepted is evidence 
that we are business-like and that there is 
no guesswork going on. It impresses the 
official and usually he is a business man and 
is reasonable. It places the burden of nam- 
ing the amount where it belongs. So much 
fer contracts. I can think of nothing more 
to say on the point. 

‘\s for handling the patients once a con- 
tract is made, ah, that’s another matter! 
My experience with medical men, where 
patients are concerned, is a subject too deli- 
cate to treat here. Doctors can be mean, 
petty, selfish, and jealous. They react just 
like human beings generally, which should 
remind us that we are not such wonderful 
beings after all. 


As a preamble to any set-up of medical 
care of indigents, may I call your attention 
to a problem that is to face the profession, 
probably soon. In the economic set-up in 
this country we are faced with the problem 
of caring for that stratum of society which 
we may term the border-line case. These 
are those whose income is such that they 
do not fall in the indigent class, but who 
cannot bear the financial burden of sickness 
and hospital costs. 


I am of the opinion that any plan for care 
of indigents should contemplate the bearing 
the plan may have on this problem. In 
other words the plan should be made so that 
it can, without much difficulty, be modified 
so that the border-line class can be included. 

Several points in considering any plan 
are evident and should be accepted as work- 
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ing bases. It is not necessary to elaborate 
upon them, particularly. 

1. It is plain and generally accepted that 
there should be the freedom of choice of 
physician. We should certainly be optimis- 
tic enough to think that not all of these 
people will always be indigent. Some are 
my patients and your patients and some day 
we hope to have them again as patients in 
happier financial circumstances. 

2. It may be necessary to extend that 
freedom of choice to the hospital. This 
matter, however, is usually one the responsi- 
bility of which can be left to the component 
of government with which one is dealing. 

3. The whole responsibility of the medi- 
cal care of the patient should be left with 
the medical profession or group. 1 still 
think the medical man capable of caring for 
the indigent patient in just as fair and ade- 
quate a manner as he does his private pa- 
tients. The detail of handling those who do 
not have family physicians can be easily 
worked out on a rotation plan. 

4. The hospitalization of patients should 
be regarded in the same manner as in the 
case of private patients. A separate con- 
tract can be entered into by cities, villages 
and other communities with available hospi- 
tals and should not be a responsibility per 
se of the medical group. The same may be 
said for drugs and appliances. The city or 
community can work out those details and 
they should not be our responsibility. 


5. Clinics. There is much difference of 
opinion regarding the establishment of clin- 
ics. I think the present trend is to avoid 
as much as possible the establishment of out- 
patient clinics. Personally, I can see no 
good excuse for their establishment or con- 
tinuance under a proper plan of handling 
patients. I think we must accept the propo- 
sition that for the present at least adequate 
medical care is given our patients in most 
all localities in Michigan under our present 
plan of private practice. The indigent need 
have no less adequate care nor should they 
expect better care. 


I, too, think if clinics must be established, 
they should be established by the medical 
men themselves, thereby keeping to them- 
selves any honor or glory that may accrue. 
Certainly the physician entirely loses his 
identity in the present clinic set-up. A clin- 
ic, too, increases the cost of medical care 
to the taxpayer, a very important person 
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these days, and one whom we must not over- 
look. 

Now as to the payment for our work. 
How should it be handled? Well, here’s 
where the argument usually starts. 

To my mind we should look around us a 
bit and observe what is the trend of the 
times and what it means to us. Never in 
the history of organized medicine has there 
been a time when there was needed clearer 
thinking and unity in the ranks. One can- 
not read the things written about the medi- 
cal profession, of which there is too much, 
without realizing that we have been picked, 
out of all the economic groups, and made a 
problem! The “Costs of Medical Care”’ 
committee at least did one thing. They 
have focused the attention of the world upon 
the medical profession. I deny there is any 
greater problem in the costs of medical care 
than there is of legal care, banking care, pro- 
hibition care or Veterans care, but that 
doesn’t change the picture. 

We need unity—unity of thought, unity 
of action. We must do nothing in this set- 
up that would tend to divide the profession, 
rather we must do everything that is pos- 
sible to avoid dissension. 

Certainly there is one plan of indigent 
care that fills the need and has stood the 
test of time in the communities in lowa 
where it has been in effect. The so-called 
Iowa plan calls for a lump sum payment 
which is spread evenly among the doctors 
and which is, in my opinion, the founda- 
tion of its success. Certainly no fee basis 
of payment, unless it, too, is spread equally 
among the physicians participating, can be 
as effective. It is not necessary to go into 
the details of the plan. They are readily 
available. It does seem to work and it can 
be modified and adapted to fit any commu- 
nity. Last, but certainly not least, it cre- 
ates a wholesome atmosphere among the 
medical men themselves which, as I have in- 
ferred above, is the essence of unity. 


SUMMARY AND CONCLUSIONS 


Contracts 

1. A contract should be simple. 

2. It should be based on definitely known 
costs of care. 

3. It can include payment on a fee or 
lump sum basis. 

4. Separate contracts should be entered 
into by taxpayers with druggists and hos- 
pitals. | 
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Indigent Care 

1. The entire responsibility of the indi- 
gent care should be left to the profession. 

2. There should be freedom of choice by 
patient of the physician and possibly the 
hospital. 3 

3. Clinics should be discouraged. Phy- 
sicians should not submerge their identity. 

4. Equal sharing of proceeds by physi- 
cians is to be recommended as the most 
wholesome and profitable. 


Chairman Foster: Dr. Christian will pre- 
sent his discussion of this paper. 


Dr. L. G. Christian (Lansing): The question of 
the care of the indigent first came up in our county 
about a year and a half ago. For many years we 
had been struggling with the problem of free care 
in the outpatient department of our hospital. We 
worried along with it and didn’t know just what 
to do about it until the Bulletin of the American 
Medical Association, in December, 1930, gave us the 
Iowa plan. We went to work on that, and after 
many trials and vicissitudes finally sold to our city 
council a contract for the care of the city patients 
entering the hospital. 

I was interested in hearing Dr. Smith mention 
strike-breakers in the medical profession. I leaned 
over and said to Dr. McIntyre, “He’s stealing my 
stuff.” There are just as many strike-breakers in 
the profession as in a labor union. We found them, 
spotted them, tabulated them, and set them aside in 
our county. A great many of the difficulties that 
arose in selling this contract to the city came from 
groups that should have supported it. We were try- 
ing to get the care of the indigent on a sound basis, 
only to find that our hospitals were not backing us, 
and we had to go to them about it. One Sunday 
afternoon a group of us sat down and talked to 
the boards of the two hospitals. One of the law- 
yers on the board, in his best cross-examining man- 
ner, said: “Do you mean to tell me that a county 
society, an outside organization, means more to you 
than this staff appointment?” 

We had the temerity to suggest to him that his 
hospital was only a hospital because we accepted 
appointments on its staff, and that it was only four 
walls until the doctor walked in. 

The plan finally went across, and then we sat 
down to work out the details, which, in our county, 
are different from any other county because there 
are no two problems alike. The first thing that we 
did was to get a surplus and pay our county society 
dues. We have monthly meetings, which are all 
dinner meetings. We are attempting to use this fund 
that we are earning in our two hospitals to build 
up good will. We went to the Episcopal church one 
night; we are going to the Lutheran church another 
time, and we are going around and coming in con- 
tact with the women of these churches; we are buy- 
ing a good dinner, we are not niggardly with them, 
and we are paying what we would pay the down- 
town hotels. We believe that will be a factor. 

The most important thing that has occurred in 
our county has been unity and harmony. There 
has been no county in the state of Michigan that 
has given our Council so much trouble and worry 
and thought as Ingham county. Ingham county, a 
few years ago, tried to have a society in which 
they chose a few men and organized, and it became 
the duty of a few of the broader visioned men to 
break that up. Our attendance at meetings previous 
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to our contract was always the same thirty-five or 
forty men. ‘We have always had good speakers; 
the quality of the meetings insofar as the speakers 
are concerned is not different than before, but the 
fifty or sixty who formerly stayed away are coming. 
What has happened? It is the free dinner. They 
come, you give them a good feed and then a good 
pep talk and proceed with the business of the day. 

Last year in the county we had 8&4 members who 
paid their dues; already in 1933, we have 93 mem- 
bers, and others are struggling to get in. We have 
a way of checking up on them. We bring them in 
on a year’s probation, and at the end of the year 
we vote on them again to see if they stay. Two 
men in my acquaintance who never belonged to a 
county medical society have applied for membership 
within the last three weeks. 

To me the outlook in the profession is totally 
different. Inside we are working together, stand- 
ing shoulder to shoulder, and I am sure that we 
can put over any proposition in Ingham county that 
is good for the medical profession as a whole. 

The attitude of the public has changed. At the 
final conference of the committee with the city 
council last year we fought them so hard that they 
asked for two of our members to be removed. We 
smiled and added two new members. This year, 
less than a month ago, a new change of policy of 
the city government toward hospitals and clinics and 
in the matter of the care of the indigent and in 
welfare work got the crowd together, and they 
called the president of our society to come down 
and tell them what the doctors thought of it. That 
could not have happened a year ago, when the 
council knew more about this thing, so they claimed, 
than the physicians themselves. 

They have allowed us to put out a bulletin that 
we think is doing an excellent work. The men who 
are interested in the bulletin drop around casually 
ne say, “Dr. Jones had a good article in the bul- 
etin.” 

“Yes, it was a good article. 
good bulletin.” 

Our next plan for expenditure of the county 
society dues is to make every member of our county 
society a Fellow of the American Medical Associa- 
tion and give him a Journal to his liking from that 
organization. 

I have not discussed Dr. Baker’s paper, but merely 
the benefits that have accrued from such an ar- 
rangement with our council. 

There is a lot more that can be said. The care 
of the indigent in your county is your rightful post- 
graduate work. We are using it as such in Lansing. 
The individual indigent patient is getting better 
care than he ever had before. The men are prompt, 
conscientious in their service in the hospitals, even 
writing their histories and keeping up their progress 
reports. Consultation is a frequent thing. From 
this we have established that the taxpayer is the 
man who is responsible for the medical care of the 
indigent, that the county medical society is the group 
to give that care, that the doctors, since they are 
in this business, should know more about it than 
the laymen, therefore they are calling upon us at 
this time to help them solve certain knotty problems 
= arising in their welfare and hospitalization 
work. 

Chairman Foster: Will Dr. Louis LeFevre pre- 
sent his discussion? 

Dr. Lowis LeFevre (Muskegon): In discussing 
Dr. Baker’s paper there are a number of points 
that are interesting and that show the different 
viewpoints that many of us in Muskegon have held 
for some time. In order to lead up to the differ- 
ence, I think we had better go over the basis, the 
legal authority for taking care of the indigent. 


I read it. It is a 
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In 1915, the state legislature passed an act which 
gave the authority to the probate court of the county 
to hospitalize indigents who needed hospital care 
at the University of Michigan when any practicing 
physician in the county certified that they were in 
need of and could be benefited by hospital care. 
That established the principle fifteen or twenty 
years ago that the county should be legally and 
financially responsible for the hospital care of these 
indigents. But if you will take time to read over 
that act sometime, you will see that there is not a 
mark or a comma or a period in it which has any 
suggestion of having been put there by any medical 
men. I don’t know who wrote it, but it was written 
by some lay people, somebody outside the medical 
profession, and as a consequence the authority, the 
responsibility, for expending the money of the 
county in the care of indigents has been divided 
among all the medical men in the county, so none 
of them are taking any great personal responsibility, 
although they centralize the responsibility to deter- 
mine the indigency of any of these people in the 
probate court. They knew enough to put that on 
one person, but the determining of their need for 
hospital care was left to all the medical men, divid- 
ing it among all the men of the county, which 
seemed to me to be a great administrative blunder. 

As a result of that, there was no authority to 
spend money for the care of these indigents any- 
where else. It did not provide for their care any- 
where except at the University of Michigan. As 
the result of dividing the responsibility among all 
the medical men, we have created the situation in 
a great many counties that people are being hos- 
pitalized at the University of Michigan for things 
that they would not be hospitalized for if they were 
private patients. In one county they tell me people 
are going to the University of Michigan to have 
their tonsils out, and the railroad fare is three times 
as great as the highest fee paid for tonsillectomy 
in that county—just the railroad fare alone to Ann 
Arbor. 

In addition to that, we have patients being. sent 
to the University of Michigan for treatment without 
having been seen, of course, by anybody at the 
University Hospital first; that is, the physician re- 
sponsible for authorizing the care of these patients 
at the University seems, in many cases, to have 
thought: “Well, if the, county will pay their ex- 
penses at the University I am not going to spend 
any of my money or time taking care of these 
people here,” and as the result of that patients have 
gone down there who were not ready for operative 
treatment, who required several days, sometimes 
several weeks, of preparation first, and all that has 
added hospital expense to the county, whereas if 
those people had been hospitalized in their own 
home towns or their own home hospitals, whatever 
preparation was needed could have been done out- 
side the hospital before they ever got there and 
that would have been time and money saved the 
county. We have found that patients at the Uni- 
versity of Michigan spend, on the average, eight 
days longer than they do in their own home hospi- 
tals. That is added expense to the county. 

These indigents are going to be taken care of. 
The medical profession, as Dr. Baker has said, have 
always done it; they have done it willingly and 
without pay, but since the state has established the 
principle that the county shall pay for them, if it 
can be done better or less expensively at home the 
county should pay for their care at home and they 
should pay the physicians for taking care of them 
at home; if the physicians can do it better at home, 
more quickly, and less expensively to the county, 
it is only fair and only reasonable. 

To bring about a situation of this sort it is neces- 
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sary to convince the boards of supervisors of the 
county that such is the case, that it can be done 
better at home and less expensively at home, and 
better for the patient. To do that you have to over- 
come a lot of objections and arguments that to the 
medical profession seem silly and trivial. Boards 
of supervisors, for instance, at least those that I 
have come in contact with, seem to have a notion 
that somehow or other the doctors have something 
up their sleeves. They are suspicious of us; they 
are suspicious that we are trying to do something to 
benefit ourselves more than the indigent sick. Any 
agreement that is drawn up to care for the indigent 
at home, it seems to me, should be drawn up in 
such a way as to prevent any suspicion that the 
medical profession or any of its members are in 
any way deriving more benefit from it than the 
county or the indigent. 

Dr. Baker brought up the point of giving the in- 
digents free choice of physicians. That is what I 
was leading up to. No doubt that is the best solu- 
tion so far as the indigent is concerned. They 
would all rather choose their own physicians and 
their own hospitals, and it would be better if they 
did, except we are dealing with a third party, the 
board of supervisors. They are the ones who au- 
thorize, the only ones who can authorize, the pay- 
men of the bills to the physician and the local hos- 
pital. If the board of supervisors should suspect 
that the physicians are sending people to the hospital 
who do not need to go to the hospital, just because 
they will pay their expenses and they will not pay a 
local physician to take care of them, there would 
be no more care of the indigents at home, they 
would again go to Ann Arbor. Or if the board 
of supervisors suspected that certain members of 
the medical profession were digging up and looking 
out for indigents whom they could send to the 
hospital, indigents who are not always indigent, 
indigents who have relatives who are not indigents, 
relatives who are fairly well off; if they suspected 
the doctor of digging up people like that and say- 
ing to them: “I can get you in the hospital and 
get the county to pay the bill. I'll do that service 
for you, but, of course, I would expect you to pay 
me, or if you can arrange to have your friends or 
your relatives pay my fee I will get the county to 
take care of you,” you know what they would do. I 
don’t suppose there are many medical men who 
would stoop to such as that. I hope there are 
none, but you will not convince a board of super- 
visors that there are none. If by any chance one 
of these doctors should take care of one of these 
indigents later as a private pay patient, their con- 
versation resulting from that might lead up to such 
a suspicion, and then, of course, the agreement 
for the care of the indigent sick in that particular 
medical society probably would be off. 

That is just a different viewpoint. Dr Baker may 
very well be correct. He may not be as suspicious 
of the medical profession as the boards of super- 
visors, he may not think the boards of supervisors 
are as suspicious as I think they are, but time will 
tell which way will work out the best for the pub- 
lic and for the taxpayers. 

I know that the medical profession must take 
the lead in the care of the indigent sick, because 
they are going to be taken care of some way, by 
law or by the medical profession. We had some ex- 
perience in our community with what happens when 
the medical uprofession does not take the lead. 
One of the physicians told me about a patient he 
found who had syphilis who was indigent. He told 


me he didn’t know what to do with her, he couldn’t 
afford to buy salvarsan or mercury for her, so he 
told her to go to the welfare director and get an 
order to be taken care of at the expense of the 
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city. (This was before we had a contract.) The 
welfare director, a $1,500 a year clerk, without any 
more than a high school education, called up the 
physician and said: “I will authorize you to take 
care of Mrs. So-and-so. You may give her six 
doses of neosalvarsan at $2.50 each.” That was all 
the treatment he authorized. That is what hap- 
pens when the lay people have to take the lead 
in the care of the indigent sick. If the medical pro- 
fession take the lead and show the people how the 
indigents can be taken care of adequately, properly, 
and at the least expense to the public, then they 
will put the matter in the hands of the medical 
profession, but if the medical profession does not 
do that, some lay organization, some welfare out- 
fit, some group of reformers, will organize for 
that purpose and not only tell the doctors how to 
treat the people but they will tell them what they 
are going to get for it and they will take all the 
credit themselves. 


Chairman Foster: Now we come to the last 
subject on the program before the round table dis- 
cussion, “Radio Broadcasting,” by Dr. R. H. Alter, 
of Jackson. 


RADIO BROADCASTING 


R. H. ALTER, M.D. 


JACKSON, MICHIGAN 


Only a few years ago radio was just a 
novelty—an alluring device of interest in 
most communities to those who enjoyed 
dabbling with electrical apparatus. The 
novelty, however, of the almost inaudible 
crystal receiver had scarcely worn off until 
a newer type of radio put in its appearance 
which left little to be desired as far as vol- 
ume and tone were concerned. Today radio 
stands as one of the most important means 
of communication and agencies of adver- 
tising. There are few homes today in 
which a radio may not be found. The 
housewife, on arising, dresses while some 
school of physical culture broadcasts its set- 
ting up exercises, she eats breakfast listening 
to the number of calories in the breakfast 
food she is teating, she does the family 
washing while the Soapy Suds Company is 
telling her that by using Soapy Suds the 
washing becomes an actual pleasure. When 
her husband comes home in the evening the 
radio tells him to use those Pep drops sold 
by all leading druggists and endorsed by 
prominent physicians for that tired feeling 
and to smoke Snappy cigars to avoid hali- 
tosis. Why today the children can not even 
study unless a jazz band is blaring forth 
with volume turned full on. Of course, if 
one gets tired of all this ballyhoo he may 
at no greater inconvenience than the twirl- 
ing of a dial secure the music of the mas- 
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ters, thrills of exploring, or the wonders of 
science. 

With this increasing interest on the part 
of the public in radio it was only natural 
that big business should more and more 
utilize this method of communication for 
their own interest. They were willing to 
pay the operators well for the best hours. 
As a result purely educational programs 
sponsored by University and educational 
groups were crowded off the schedule as no 
time was available. Moreover in their 
eagerness to sell advertising time the prod- 
ucts were often accorded less careful scru- 
tiny than they deserved with the result that 
often misleading, fraudulent and sometimes 
vicious statements have been imposed on the 
radio audience. 

The firms using the radio for advertising 
quite naturally wanted to secure the inter- 
est of their audience and it is interesting to 
note how frequently they have used the 
health appeal as the keynote. These are 
oftentimes far fetched and irrelevant, but 
the average citizen listening to all this is un- 
able to choose between the Indian herb doc- 
tor, the crystal gazer, electric blankets, jig- 
gle belts and the source of reliable medical 
advice—the physician. Certainly the broad- 
casting of such unreliable information con- 
cerning medicine and health is sufficient jus- 
tification for the medical profession to main- 
tain a comprehensive popular radio health 
program. ‘ 


Now let us consider what comprises a 
comprehensive popular radio health pro- 
gram. In the first place in order to be com- 
plete the program must reach the greatest 
number of people both young and old that 
is possible and at a time when they are in 
a receptive mood. The available radio lis- 
teners who potentially constitute a radio 
health audience fall into different classes 
during the course of the day. Their moods 
also vary with the hour of the day. For 
example during the early morning hours the 
housewife is busy getting breakfast, the 
husband dressing and reading his morning 
paper—the school children are rushing 
about getting ready for school. Everything 
is hurry in the average American household 
and the radio is usually idle. If anything 
is tuned in it is usually some catchy popular 
music probably interrupted now and then by 
the efforts of some physical culture teacher 
trying to instill a little pep in his audience 
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before their day’s work begins. A few 
witty remarks might go over well at this 
period but not a discourse on what to do in 
case of a broken bone. Following this pe- 
riod comes a time when the children are in 
school, the husband at work and the women 
doing the morning’s housework. Now she 
at least is in no particular hurry. The ra- 
dio is likely to be turned on and left on. 
She doesn’t fool around changing from one 
station to another. This is a good time to 
talk to the women and the longer talks are 
especially good at this period. After this 
comes the lunch period. Again there is 
more or less hurry. The children are home 
again from school. The husband rushes out 
from office or factory to some lunch coun- 
ter. If a health talk is given at this period 
it had better be very brief. Five minutes 
is long enough for this period. In the after- 
noon comes the bridge and matinee period. 
It may be easy or very hard to break into 
these groups, depending upon how seriously 
they take their social obligations. Then 
comes the evening period for dinner, the- 
ater, dance and family gatherings. This 
represents the time when the most extrava- 
gant expenditures are made for advertising 
programs. It will be seen then that the 
morning hours will reach mainly the house- 
wife, shut-ins and sick; the noon period will 
reach a hungry, hurried, mixed group; the 
afternoon period is mostly for the women; 
while the evening period is sure to reach the 
largest group—a mixed group of both sexes 
and all ages, but one which changes as the 
hours advance. Dr. Leland, who has had 
considerable experience in radio work, rec- 
ommends 10:00 o’clock as the best hour in 
the morning, 3:00 o’clock for the afternoon 
and 7:30 for the evening as the best period 
for health talks. This will vary, of course, 
in different communities and with the pro- 
grams which precede and follow the talk. 
A brief talk just before a popular program 
or immediately after is desirable. 


The frequency with which health talks 
may be given probably will vary in different 
communities, but once a week seems to be 
the common practice and is probably sufh- 
cient. When unusual situations arise such 
as an epidemic in which there is consider- 
able anxiety more frequent messages may be 
justified and are always well received. The 
audience is always in a receptive mood at 
these times and is anxious to learn anything 
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bearing on the disease and especially its pre-. 


vention. The manager of our local station 
in Jackson has gladly consented to give our 
county society or the City Health Depart- 
ment the privilege of broadcasting special 
releases at any time we deem it desirable. 
At times when there is publicity in the local 
papers concerning health problems it is well 
to take advantage of the interest created by 
this publicity and coordinate the radio 
health talks with this subject. At all times 
it is a decided advantage to have some de- 
gree of stimulation and support from the lo- 
cal paper. Mere listing of the subject and 
time of broadcast is not the most satisfac- 
tory form of publicity. It is often possible 
by some catchy title to influence many to 
tune in for the entire program. 

The subject material should embrace all 
phases of health, and written in terms which 
the laity may understand. Each society 
should have a committee to go over the talks 
releasing only those which are thoroughly 
intelligible to the public and free of ambigu- 
ous statements. The subjects should also 
be made seasonal. September is a good 
month to talk on toxoid, June for a talk on 
the care of milk during hot weather. In 
August one might talk on getting the child 
ready for school et cetera. Under no cir- 
cumstances should a member be permitted 
to speak upon controversial subjects nor 
concerning quacks or cults. 


The length of most talks should be short. 
Most people use their radio for entertain- 
ment and not for information and it has 
been my observation that when some one 
begins to talk over the radio some one with- 
in hearing tunes in another station. If the 
speaker has a crisp catchy delivery they may 
listen for ten minutes but if his delivery is 
poor he is tuned out almost immediately. 
The morning hours are probably best for 
the longer talks. The manager of our local 
station believes that five minutes is long 
enough for health talks and that better re- 
sults could be obtained from two five min- 
ute talks during the week than from one fif- 
teen minute talk. In this I agree. 


In Jackson we have been rotating the 
speakers alphabetically. This has certain 
advantages in that the audience hears a dif- 
ferent voice each week and tries to deter- 
mine who is speaking. We do not announce 
the speaker’s name. The audience likes to 
<now who is speaking and, when we started, 
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a number of inquiries would come in each 
morning of the broadcast asking the name 
of the speaker. In order to keep any ill feel- 
ing from developing within the society we 
refrained from using any names—merely 
stating a member of the Jackson County 
Medical Society would speak on a certain 
subject. In our experience the health talk 
presented in dialogue—question and answer 
—is better received than a monologue. This 
is partly due I think to the fact it is deliv- 
ered more in a conversational tone. 


Another important detail of radio health 
programs is the handling of inquiries. 
These usually come from those who are 
ill or from those who have sickness in the 
family. Talks given on cancer, arthritis or 
any disease which is more or less common 
and chronic in nature will give rise to some 
inquiries. These should be handled by the 
committee promptly and in the name of the 
society. For one can hardly justify leaving 
the name of the speaker unannounced and 
signing the letters by name. If the inquiries 
are to be answered over the radio great care 
must be exercised. One may not say that it 
is a subject which can be dealt with satis- 
factorily only by an interview with your 
physician, as the audience will soon gain the 
impression that the programs are conducted 
only for the purpose of sending patients to 
doctors. On the other hand one can not tell 
them to go down to the corner drug store 
and buy something or other and take it three 
times a day before meals. Manifestly that 
will not do. It is better to tell them some- 
thing of the nature of the disease from 
which they think they are suffering and of 
the relation of scientific medicine. This 
offers a splendid opportunity to correct the 
widespread impression that diagnoses can 
be made and proper treatment instituted 
without a careful physical examination. 


Unfortunately most physicians have had 
little experience in speaking before the 
microphone and this may give rise to some 
embarrassment to the society putting on the 
radio program. The committee having 
charge of the radio work should see that the 
paper to be read is in the hands of the read- 
er several days before it is to be delivered 
over the radio and the reader should be 
urged to read it over several times aloud. 
I emphasize the necessity of reading it aloud 
for there is not only the necessity of being 
able to pronounce the words properly but 
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the speaker must also be able to read and 
breathe at the same time. Not uncommonly 
a novice may find himself out of breath be- 
fore finishing the first paragraph. 

There is one other phase of radio broad- 
casting which I think merits consideration 
and that is the possibility of producing a 
group of neurasthenics out of those who 
listen to our talks. Not long ago I heard a 
man say that he never hears the symptoms 
of any disease enumerated but that he felt 
he had the disease himself and wondered 
what he should do about it. 

It is always hard to judge the results 
from an educational standpoint of radio 
health talks. The manager of our local sta- 
tion, WIBM, some time ago sent out a large 
number of letters asking those receiving the 
cards which were enclosed, to inform him 
whether they tuned in regularly each morn- 
ing for our programs. It was surprising to 
note that over 4,800 of these cards were re- 
turned and 88 per cent stated they tuned in 
each morning for some program given over 
our local station. If there were only two 
listening at each radio there would then be 
an audience of at least 9,000 from this 
group alone and obviously a great many 
must tune in who did not receive cards or 
trouble to return them. 

When we began broadcasting, a number 
of doctors were asked to observe while mak- 
ing their morning calls the proportion of 
homes in which the radio was tuned in on 
WIBM. Fourteen doctors reported. ‘The 
average from these observations indicated 
that 58 per cent were tuned in on our local 
station. It will be seen that we have an 
enormously large invisible audience each 
time we appear before the radio and the 
weekly. repetition of health talks can not 
help but have considerable influence and al- 
though the results may be intangible 1 feel 
the effort is well warranted. 


é 


Chairman Foster: 
to provide Dr. Corbus and the Council with an ex- 
pression of opinion relative to the advisability of 
holding a special session of the House of Delegates. 

Dr. Corbus: We would like to have a full expres- 
sion. You know the financial situation. I have told 
you something about the fact-finding committee. It 
is a tremendous job. They will be able to present 
to you from time to time some of the findings that 
they have made, for your discussion. Along in 
March those findings should go out. The sugges- 
tion is made that regional meetings of Delegates 
be held under the Councilor of that District, at 
which time members of the Council shall appear be- 
fore those groups and discuss the matter with them, 
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to the end that each delegate may have before he 
comes to the annual meeting, an idea of what his 
attitude and the attitude of his District will be in 
the situation as it arises. 

We realize very fully, more fully than you do, 
perhaps, that in a discussion of economics each re- 
gion is quite a unit. Problems which come up in 
Detroit and problems which come up in Grand Rap- 
ids are not problems which will appear in the Upper 
Peninsula or the smaller communities, in Muskegon 
or Lansing or Jackson. 

Dr. W. C. Ellet (Berrien): I don’t know how 
many of this gathering belong to the House of Dele- 
gates. I think if Dr. Corbus explained just what 
this meeting is for they might be able to address 
themselves a little more intelligently to the subject. 

Dr. Corbus: The special meeting is for the ex- 
press purpose of hearing, discussing and acting on 
the report of the survey committee. 

Dr. W. B. Newton (Alpena): I should like to 
have clarified this matter of the regional meetings 
of the Delegates. Will those regional meetings em- 
brace the practitioners in those different regions, or 
is this purely a proposition of the House of Dele- 
gates? How is it going to be brought to me, not a 
member of the House of Delegates, just what the 
— of this committee is other than by publica- 
tion: 

Dr. Warnshuis: It is not the intention to have 
the meeting confined to the delegates of your Dis- 
trict, but of all the doctors of your District, who 
will gather together and express to your delegates 
the opinion of the District, which they may in turn 
gaa when the House of Delegates meets as a 
body. 

Dr. Newton: After all, the delegates are only 
acting as representatives of the profession over the 
state. I think the closer this thing can be brought 
to the average man in the rank and file of the pro- 
fession, the more he can be enlightened on the prop- 
osition, the better enabled he will be to form an 
opinion and to express that opinion to his delegate 
from his region to the State Medical Society. From 
what I have heard here, and after a very brief talk 
with Dr. Robb on the subject, 1 think the more we 
study this proposition before we take any action the 
better off we will be. 


You will recall there was an immense hubbub 
immediately the report’ of the Committee on the 
Costs of Medical Care was released. That is set- 
tling down to its proper level as time goes on, and 
I think a report from this committee issued right 
off the bat would have somewhat the same effect as 
the report of the Committee on the Costs of Medical 
Care. If there were time to study it and think it 
over and sift it down, I am inclined to think we 
could reach a wiser conclusion as to the best method 
to pursue. I think the plan of the regional meetings 
where this can be brought directly to the men in 
the District by somecne who is able to present it 
to them will give them a better chance to devote 
intelligent thought to this thing; after all, these 
propositions are things that need thought. We are 
jumping to too many hasty conclusions. 


Chairman Foster: It seems we probably could 
crystallize this a lot faster if all those in favor of 
regional meetings, with an expression of opinion 
at that time, as explained by Dr. Corbus, would in- 
dicate by raising their hands. 


Dr. E. C. Baumgarten (Wayne): I wonder 
whether this is a mandate of the House of Dele- 
gates, and what the parliamentary procedure would 
be for calling it off. 


Dr. Corbus: The Council is directed by the 
House of Delegates to call this meeting. I pre- 
sume that we will find in our Constitution an au- 
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thorization for calling it off under the rule that we 
may act in the absence of the House of. Delegates. 
Nevertheless, the Council, even if we find in our 
Constitution a place which would permit us to take 
action, would be very loath to do so except as we 
found an expression throughout the state on the 
part of Delegates or on the part of the signers to 
the petition which favored it. This was not an ac- 
tion of the House of Delegates, but was an action 
by petition under our Constitution for the calling 
of such a meeting. In the past we have heard ob- 
jections, particularly from out in the state, against 
calling such a meeting, and because we as a Coun- 
cil feel that it is a bit premature we are trying 
simply to get an expression of opinion. This body, 
of course, except as it presumably expresses the 
opinion of its county societies, has no authority. 
Mr. Secretary, what about the power of the Coun- 
cil? 

Dr. Warnshuis: The Constitution provides that 
there shall be a special meeting of the House of 
Delegates upon a petition presented to the Council. 
It is within the power and option of the Council to 
designate the time and place for the holding of that 
special meeting. 

Dr. Ellet: 1 think we will get into a kind of mess 
if we take it upon ourselves to express an opinion 
as to whether we are in favor of holding this meet- 
ing. I understand that it 1s mandatory that it be 
held. I feel that while probably the meeting won’t 
accomplish much, on the other hand there will be a 
good many members of the House of Delegates who 
will feel, if it is not held, that this is not their so- 
ciety, and since it is their money they are voting on 
spending we should allow the thing to carry through. 
We should show them, in a way, that it is not nec- 
essary, but I don’t believe this organization should 
take it upon itself to make any vote at all. It is up 
to the Council if they wish to do it, and I am 
afraid we would get in wrong if we went back to 
our societies and expressed ourselves as opposed, 
and the House of Delegates would feel we had no 
business to do so. There is quite a difference of 
opinion in the House of Delegates anyway, and I 
think it best that we do not vote on this at all. 

Dr. Corbus: I should be quite agreeable to that. 
All we are trying to do is to get an expression of 
opinion from individual men representing the groups 
of which they are secretaries. 

Dr. Christian: Since Dr. Baker and I are mem- 
bers of the committee, I think we could help the 
Council and give them moral support if we would 
say the individual members of this committee have 
not received the data they were supposed to have 
been given. I am sure that if this mass of infor- 
mation were given to me today I would not be able 
to render an intelligent interpretation of it to that 
meeting in March. The individual member is not 
quite sure where he is on the subject. We have had 
no information for a long while. 

Dr. Baker: I think we had our last meeting of 
the committee in December. Since that time I have 
received no information of any kind. 

Chairman Foster: In view of the fact that the 
Council has asked us as a body of Secretaries for 
at least an expression of personal opinion, and since 
we are not a legally constituted body I can see no 
harm in our giving that opinion. May we have a 
showing of hands of those in favor of regional 
meetings? Those opposed. (Majority in favor; 
two votes opposed.) 


DISCUSSION 


Chairman Foster: We have at our disposal now 
some time for discussion of the papers presented 
and the problems of the County Societies. Our Sec- 
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retary and those of our number who are qualified 
are willing and ready to answer any questions. 

Dr. J. F. Carrow (Tri-County): Referring to 
the paper on Contracts for Indigent Care, I cannot 
see that there were any real concrete ideas that the 
Secretaries could take back to their home societies 
as to the nature of the contract and the general con- 
ditions. There are indigents and indigents and still 
more indigents, and they are growing. The question 
arises, who are the indigents and who pronounces 
them such if you have contracts? 

I think that Wexford County is one of the pioneer 
contract counties; it has had a contract for a num- 
ber of years. There are a great many points that it 
is worthwhile for the other societies to know if they 
are going to enter into contracts. In the first place, 
we found it quite necessary to designate who should 
say who were indigents and who were not. We had 
a contract for a number of years, which expired last 
January, and we were able to renew it on a more 
equitable basis. That contract had been written by 
the prosecuting attorney, who is very biased and 
prejudiced against the best interests of the physi- 
cians. I have been able largely to write the new 
contract myself. 

Dr. Le Fevre brought up the question of super- 
visors. We got into the contract that since the 
State Board of Health has designated venereal dis- 
eases as contagious diseases, there is special pay for 
any medicine used in venereal diseases. One other 
feature that I succeeded in getting written into the 
contract met with a little objection before the board 
of supervisors. It is incorporated into the contract 
that while the county hospitalizes the patient at its 
expense, this shall not bar the physician from enter- 
ing into a private agreement at any time in the fu- 
ture when this patient may be able to pay the doctor 
for his services. We may have a -private agree- 
ment with the patient that when he gets a job he 
still owes us. 

If you are going to enter into a contract, there 
are many features of that kind that it is well for 
you to have your eyes and ears open for. Don’t 
let the prosecuting attorney get away with features 
in the contract that are prejudiced against the inter- 
ests of the physicians. 

Above this, sell your personality to your super- 
visors or county officials so you can get these things 
over. If you go at it in a pleasant, agreeable way 
and talk it over man to man you can get by better 
than if you attempt to tell them where to head in. 
We had a contract committee that fell down on the 
job and were hung up for six months before we got 
a new contract in our county, just because the mem- 
bers of the committee put it up to the supervisors 
the wrong way; they sort of intimated to them 
that their judgment of the supervisors wasn’t as 
high as they thought it should be. The result was 
that we had to sit down and talk it over and get 
those things smoothed out. 

As to the selection of the doctor by the patient, 
I don’t think that is practiced in the majority of 
cases. 


Some counties have a contract written on a per- 
centage basis or a reduction in the regular fees, but 
I believe the majority of the boards of supervisors 
would like to know from year to year what they 
have to pay. In our county it is a lump sum and is 
paid to the Secretary of the County Society and is 
divided pro rata. In the city of Cadillac there were 
six of us, but the Grim Reaper has been quite busy 
and we have been reduced to four. The outside 
work is prorated on the school census basis. We 
have one doctor who draws only $54 every three 
months for his service, while another draws $131. 
The city is divided pro rata among those who do 
the work and. they are given no choice in the mat- 
ter, except that by the plan of rotation they can 
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wait until I, for instance, get off and the other fel- 
low gets on, in case they have an operation that can 
be put off until then. To a certain extent we are 
on the job the year round. If we start on a case 
of surgery we see it through, even if it laps over 
into the other man’s time. 

The Secretary handles the money. Every three 
months when we receive our check from the super- 
visors, we take out enough to pay our dues, to pay 
for our suppers, and sometimes special refreshments 
at other dinners and flowers for our sick and de- 
parted brothers. It works out very satisfactorily. 

If you ever enter into any contract with the board 
of supervisors, remember that the legal profession 
does not feel as kindly toward the medical profes- 
sion as it might, so put as good a business man as 
you can on your contract committee and then scru- 
tinize the contract for loopholes before you sign it. 

As for the people who get on the contract service, 
we have periods of probation of six months after 
a new man comes into the community before he can 
be taken into the society, then he gets onto our hos- 
pital staff, and so on, and we don’t let any new man 
in until the contract is renewed. The present con- 
tract is for two years. The one before that ran for 
five years. A man who came in toward the expira- 
tion of the contract who was in good standing in the 
society got on the contract and participated in its 
benefits, while some men who came in shortly after 
the contract was signed were out of luck for five 
years. I don’t know whether that is fair or not. 
Those things you can work out in your own organi- 
zations. 

At the present time it is advisable to have some 
sort of understanding as to who the indigents are 
and where your pay is coming from. Get as much 
as you possibly can. My experience is that it is 
very difficult to get an adequate compensation for 
the work that you will have to do from the boards 

of supervisors, because they are composed largely 
in the average county of people from rural districts, 
and the doctor’s $2 for a call or $25 for a confine- 
ment case looks like big money to them, but at that 
it is better than going out and doing the work with 
no hope of collecting from anyone else but the pa- 
tient, because the majority of them haven’t any 
money 

Dr. "f. L. Burkart (Mecosta-Osceola): Under the 
subject of Contracts for Indigent Care, I don’t know 
whether you are aware that a bill has been intro- 
duced by the representative from our district which 
will take away from the judge of probate his pres- 
ent status. I might say in preface to all this that 
we have an ideal contract with the board of super- 
visors. The judge of probate of our county, acting 
under the provisions of Act 267 of the Acts of 1915, 
which is an act to take care of all pregnant women 
and indigents by sending them to the University of 
Michigan Hospital, has asked the medical society to 
take up this matter since the board of. supervisors 
have concluded that the cost of sending them to 
these institutions is greater than the cost would be 
otherwise. If any of you are familiar with that 
section of the law, you remember that it says that 
after investigation, etc., of indigents, the judge of 
probate may commit, for medical care and surgical 
care, such individuals, etc., to the Hospital of the 
University of Michigan. The claim was that the 
law was not mandatory, for the simple reason that 
the word “may” was there instead of “shall,” but 
the provision “University Hospital” did make it 
mandatory; consequently a bill has been introduced 
which would take away that construction of that 
particular paragraph, and it would read thus: “And 
the judge of probate may in his discretion send to 
the University of Michigan Hospital or any other 
hospital on the accredited list of the American 
Medical Association in the State of Michigan,” etc. 
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If that bill passes it will give the board of super- 
visors the privilege of sending the patient who or- 
dinarily now must go to the University of Michi- 
gan Hospital, to any hospital. I think that is an 
ideal method for more reasons than the one that it 
does reduce the cost. 

Dr. Harry B. Knapp, Battle Creek, read a discus- 
sion of the “Battle Creek Plan for Medical Care of 
the Indigent.” 


THE BATTLE CREEK PLAN FOR 
MEDICAL CARE OF THE INDI- 
GENT: THE ACADEMY OF 
MEDICINE AND DEN- 
TUSTRY 


HARRY B. KNAPP 
BATTLE CREEK, MICHIGAN 


The age old traditions and ethics of the medical 
profession are not easily adaptable to any form of 
bargaining. The basis of competition among doc- 
tors should not be the mere matter of price. In the 
medical profession the quality of service is the guid- 
ing force because the service has to do with human 
life, upon which there can be no price affixed. 

Theoretically the ideals of the profession cannot 
be fully met by individual doctors signing agree- 
ments to furnish medical service to public or pri- 
vate welfare agencies, to industries, or to private in- 
dividuals, on a flat sum basis. The bargaining 
should be made with the medical societies whose 
members reside in the area served. The principle 
of the free choice of physician can only be main- 
tained by the collective bargaining plan which in- 
cludes all physicians as a group. With this in mind 
the Calhoun County Medical Society undertook to 
devise a plan by which it could contract to serve 
responsible governmental units in providing medical 
care to indigents upon a contract basis. 

During 1932 in Calhoun County there was tried 
out the plan of hiring a full time physician to care 
for the indigent cases of the city of Battle Creek 
and neighboring townships. A doctor was imported 
for that purpose. On account of the volume of 
work, no matter how well trained the doctor, it’ was 
impossible for him to fulfill all the requirements 
and demands made upon him. It was soon discov- 
ered that he could not, in addition to being an in- 
ternist, fill the shoes of a surgeon, an orthopedist 
and obstetrician, a pediatrician and eye, ear, nose 
and throat specialist, etc. As a result the economy 
of hiring a one-man county or city doctor did not 
meet expectations, for the County was obliged to 
pay for help from various specialists employed to 
meet the demands of the occasion. The total cost 
of furnishing medical care to the indigent was, in 
aggregate, as much or more than it had been in 
other years when the service was more or less dis- 
tributed among the local physicians. Many of the 
sick poor did not take kindly to being served by a 
strange doctor, but continued to call upon the old 
family doctor, who responded in most instances but 
with no hope of obtaining pay for his services. 
With a recent enactment of the Legislature, relief 
to the indigents has become a problem for each city 
and township instead of the county as a whole. Con- 
fronted with this situation the City of Battle Creek 
was open to suggestions as to the most efficient 
method of caring for its indigent sick. Accordingly 
forty-five members of the Calhoun Medical Society 
and twenty-seven dentists, members of the Ameri- 
can Dental Society, all residing in Battle Creek, 
formed the Battle Creek Academy of Medicine and 
Dentistry, a non-profit organization. 
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It drew up its own By-Laws, elected its own offi- 
cers, became incorporated under the laws of the 
state, and is prepared to function as a relief agency 
in this time of stress and stringency. It is a 
strictly non-profit Medical service, and is offered 
with definite limitations, to the indigent residents 
of Battle Creek and certain environs. While spon- 
sored by the members of the Medical and Dental 
Societies, its terms are binding only upon those of 
its members in active practice who subscribe to its 
operation. 

AIMS 


The Academy of Medicine and Dentistry is de- 
vised to fulfill certain definite objectives and ideals; 
among them are the following: 

1. To preserve to the private practice of medi- 
cine and dentistry its individualism, its incentive to 
scientific excellence, its reward for that excellence: 
the free choice of physician or dentist to remain 
with the patient, and to see that the emoluments for 
service are equitably distributed. 

2. To provide the sick poor in the present emer- 
gency with the same quality of service and tender 
care as can be had upon the usual fee-for-service 
basis. 

3. To encourage the free use of consultation 
service in special or obscure cases. 

4. To return the practice of medicine and den- 
tistry to the local doctors and dentists where it 
rightfully belongs. 

5. To forestall or replace various systems of 
medical care established for profit through lay or 
contract practice. 

6. To provide a means whereby temporarily 
financially embarrassed sick people may call upon 
their own family doctor without being humiliated. 

7. To promote disease prevention by the process 
of public education, and by the exchange of ideas 
upon the latest scientific methods of treatment. 

8. To restore the confidence of the patient in the 
high ideals and purposes of organized medicine. 

9. To endeavor to prevent the financial embar- 
rassment of large numbers of citizens from devel- 
oping into chronic pauperism. 


SOCIAL WORKER 


The Academy of Medicine and Dentistry employs 
at its own expense an experienced social worker 
and former county nurse, who, together with the 
city appointed Director of Relief, serve the inter- 
ests of both doctors, dentists and the city in deter- 
mining the worthiness of each case. The plan is 
carried out as follows: 

Each member of the Academy who has an office 
or house call from a family or individual who ap- 
pears to be unable to pay for service or who already 
is receiving fuel, food or rent from the city, would 
at once render first aid with no questions as to 
forthcoming pay. He at once makes his report on 
a special notification card, to the Academy head- 
quarters, and the visiting nurse, together with the 
relief director employed by the city, investigate, and 


if found worthy, the doctor continues to give medi- ' 


cal care until the patient recovers. If found un- 
worthy of public relief the doctor would treat the 
case as any other private patient. At the end of 
the: month he sends an itemized statement to the 
Auditing Committee of the Academy. This bill for 
service is rendered at the usual prices for such 
service in this city. 

The Auditing Committee pass on all bills ren- 
dered by the members, and satisfy themselves that 
the bills represent claims for actual services ren- 
dered. All approved bills each month are ordered 
paid by the Treasurer, but are pro-rated for pay- 


ment after deducting the overhead expense of the 
Academy. 


ANNUAL CONFERENCE COUNTY SECRETARIES 


285 


At the outset in order to deal intelligently with 
the subject of medical care in Battle Creek, the first 
undertaking was to obtain the facts and figures as 
to the volume of medical work done in other years, 
as well as the aggregate costs of such care. Through 
the codperation of county officials these figures were 
made available and were used as a basis for an es- 
timate for future service. Based upon these findings 
a contract was entered into with the City of Battle 
Creek to furnish medical and surgical care to the 
indigent sick for the year of 1933 for the sum of 
$12,000. This contract does not include hospitaliza- 
tion expense, nursing, or such unusual drugs as in- 
sulin, salvarsan, vaccines, or medicines not usually 
carried by the general practitioner in the ordinary 
pursuit of his practice. These items are paid by the 
city. The contract for dental care was made sep- 
arately for the sum of $900, which was to cover 
those measures necessary for relief of pain and the 
eradication of contagion and such additional meas- 
ures, other than permanent restorative dentistry, as 
may be deemed necessary in the successful treat- 
ment of disease or injuries. 

The Academy of Medicine and Dentistry is the 
result of an effort on the part of the medical and 
dental professions of Battle Creek to extend to the 
limit their professional cooperation in the present 
emergency. It is also an effort to forestall state 
medicine by answering the question as to whether 
these professions can submerge their own interests 
in behalf of the health of the indigent public. 

While the Academy is now in actual operation, it 
is yet too soon to say how perfectly it will function. 
It doubtless has many weaknesses, but it is expected 
that these will be corrected as soon as they appear. 
The number of cases passed by the investigating 
committee during its first month of existence sug- 
gests that a huge epidemic is raging. However, this 
apparent rush of business is explainable on the 
ground that all those registering at the City welfare 
headquarters are given carte blanche service by the 
Academy members in case of sickness. After a few 
months, or possibly by the end of the year, it will 
be possible to pass judgment on how well the acad- 
emy fulfills its mission. Careful records of cases 
by the Social Worker, and systematic accounting of 
its funds, are being kept by an expert accountant, 
and, as the experiment unfolds, one may hope for 
a wealth of facts upon which to guide in other ex- 
periments of this kind. 

Battle Creek is a city of 50,000 population, and 
has forty-five, physicians and twenty-seven dentists 
in active practice, who are members of the 
Academy. 


Dr. Knapp: During the month of January we had 
some $4,600 worth of bills and we had less than 
$1,000 with which to pay them. We have a contract 
with one or two of the surrounding towns, from 
one of which we get $100 and from another $75, I 
think. We paid 20 cents on the dollar during Jan- 
uary. We are checking on this thing because we 
want to know what the indigent costs in our coun- 
try are going to be. We never were able to get ac- 
curate figures on it. We are paying an accountant 
to run the accounts of the association, and in an- 
other year we will be able to stand our ground and 
tell the supervisors or city commission what sort of 
contract we are willing to make with them. At the 
present time we are not kicking. A $3 call we make 
for 60 cents, but this is going to give us some facts 
on which to base future work. 

Dr. Baker: 1 don’t know whether I would be im- 
posing upon this group to say anything more re- 
garding the matter. Apparently this is a very vital 
question and is receiving a great deal of attention. 
Ingham County, of course, has an exceptional group 
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of men. They have been very enthusiastic and they 
have shown a great deal of leadership. 

The handling of any kind of a contract for in- 
digent care rests merely on the ability of your medi- 
cal group to sell it. If you are good salesmen you 
can sell the proposition to any governmental group. 

The point brought up by my friend from Muske- 
gon about the suspicion in the board of supervisors 
resting upon the medical profession is one that we 
should not pay very much attention to, I believe, ex- 
cept in this respect, that if there is any suspicion at 
all it certainly is an indictment of the medical pro- 
fession in their ability to put over a job. 

There are two welfare acts, one of which makes 
it mandatory that the probate judge send his cases 
to the University of Michigan Hospital, and the 
other act says he may. The first one, Act 274 of 
the Public Acts of 1913, or the Afflicted Child Act, 
makes it mandatory that the child go to the Univer- 
sity of Michigan Hospital, but that is purely a state 
charge and has nothing to do with he proposition 
we have in mind. The other act, 315, I think, is one 
where the supervisor or the probate judge may leave 
those patients to be taken care of by the local com- 
munity if he wishes. 


I think it can be demonstrated easily in any 
county that these patients can be taken care of much 
more cheaply than at the University Hospital. 

I was rather surprised that no discussion of the 
clinics as such was given. Apparently I was all wet. 
Perhaps I sounded something that did not meet with 
your approval at all or you don’t care to discuss it, 
but I think that is an item of utmost importance in 
the community, particularly in the larger communi- 
ties, and that attention should be given to it. 

You might be interested in knowing what our 
set-up was in Oakland County. Perhaps if I read 
you some of the items of our contract and give you 
a little history of what our society did, it may clear 
up some of the difficulties in your minds. 


First let me state that Oakland County has prob- 
ably the greatest number of indigents per population 
of any county in the state. I may be overstating, 
but we have a great many of them. In the city of 
Pontiac alone we have around 2,400 families, or 
nearly 9,500 people, on the welfare list. In the south- 
ern part of the county we have practically that many 
more. That is a big problem, and the problem is not 
getting any smaller. We are beginning to wonder 
in Oakland County how soon our practice is going 
to be all welfare work and no more private work. 


As the doctor from Calhoun County has just said, 
we had no way of arriving at the cost of welfare 
work in our city. The figures are not accurate in 
any respect, but as nearly as we could figure it, it 
amounted to around $5,000 a month that the physi- 
cians in Pontiac were doing free. That was be- 
sides the work that the county physician was doing 
and the city physician was doing. That may give 
you some idea of how much work a city physician 
can accomplish. 


We had prepared a proposition for the county, and 
after some little time the board of supervisors 
managed to split the welfare work, going back ‘to 
the old system of township, village, and city wel- 
fare units. That left us up in the air and we had 
to do our work over, we had to rearrange our plans 
and meet with the city group, our commission . 


Pontiac has been getting a lot of adverse pub- 
licity throughout the past two or three years. Our 
city has been in a turmoil politically, and though I 
hate to say it, pretty much the same condition pre- 
vails in Pontiac now as prevailed in Tennessee at 
the time of the Scopes trial. I need say no more. 
We have a very difficult group to deal with, and yet 
when we started, while we had to argue and sell our 
proposition, and sell hard, we did sell it. 
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At our first meeting with the commission when we 
presented them with this basis of contract practice 
cost, $3 per family, that is total care including ob- 
stetrics and surgery, they sat down with their pen- 
cils and tried to figure out just how much it would 
cost the city if they offered us $2 per family, and 
we had to tell them no, we didn’t want that much 
money. Then they decided on $1.50 and we had to 
stop them again. The finally concluded that $1 
would be about right. We let the matter rest there. 
Mind you, we had 2,400 families in the city of Pon- 
tiac. They were willing to pay us $2,400 a month for 
the indigent care. That matter rested for several 
days until one missing member of the commission 
could meet with them. During that period a lot of 
self-appointed ambassadors amongst the medical 
profession put a monkey-wrench in the works, as it 
were, and at the next meeting we had with the city 
commission, which was two weeks later, they made 
an offer to us of 35 cents per member. We had 
our job to do over. We had to get rather disagree- 
able with them. We told them, finally, that we 
would no longer consider the matter at all, that if 
they wished to hire ten city physicians to take care 
of it, go ahead and do it, we would throw all the 
welfare work on their doorstep. Of course they 
didn’t like it. They knew what they were up 
against; they sensed that no ten doctors could begin 
to take care of this vast multitude of people and do 
it properly because they wouldn’t have the facilities 
of the men who were doing surgery and the men 
who were doing the special work required. Before 
we got through with them they began to talk, and 
we bargained. It reminded me very much of David 
Harum and his horse trading proclivities. We sat 
on each side of the table and just swapped. They 
would make a proposition and we would turn it 
down; we would make a proposition and they would 
turn it down. It wasn’t long before we had the 
ante raised a little bit and we were encouraged. We 
met at five, and by nine o’clock that night we had 
an agreement. I will read the agreement. 

“This agreement, made and entered into by and 
between the Pontiac Medical Society, an organiza- 
tion made up of members who are practicing physi- 
cians and surgeons licensed under the laws of the 
State of Michigan, hereinafter called First Party, 
and the City of Pontiac, a municipal corporation, 
hereinafter called Second Party, is as follows: 

“1. The first party covenants and agrées that it 
will furnish medical, surgical and obstetrical serv- 
ices to all families living in the City of Pontiac 
who have been placed by the city officials upon the 
indigent list for a period of three months beginning 
as of February 15, 1933, for the sum of seventy 
cents ($.70) per family per month (single men and 
single women shall be considered as separate fami- 
lies), subject to the terms and conditions herein- 
after appearing. 


“2. The second party hereby employs the first 
party and agrees to furnish to the first party when 
authorized by the City Physician, hospitalization and 
laboratory work, major dressing, biological prod- 
ucts, insulin, ventriculin and liver extract for all in- 
digent cases. 

“3. It is further agreed that settlements shall be 
made by the second party with the first party on the 
first day of each calendar month for the work done 
the preceding monthly period, based upon the av- 
erage number of families on the indigent list dur- 
ing the said preceding period. 

“4. It is further mutually agreed that the first 
party will accept one-half of the total amount of 
money coming due to it in tax warrants issued by 
the City of Pontiac, Michigan. The remaining half 
to be paid in cash. 

“5. The City Physician is charged with the duty 
of seeing: 
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“(a) That the city’s covenants herein contained 
are fulfilled, and 

“(b) That there is an equitable distribution of 
the work among the members of the first party. 

“6. The second party further agrees to furnish 
the first party with a list of names and addresses of 
all indigents, and to keep the said list accurate, and 
to furnish each indigent family with a card which 
they shall in turn present to the member of the first 
party at the time medical service is wanted.” 

The set-up has already been outlined to you prac- 
tically entirely as it is in the Calhoun County set- 
up, except that we have not taken in the dental pro- 
fession, which I think we should have done. 


Dr. Baumgarten: What I have to say is largely 
in the way of a very brief announcement. As most 
of you know, in Detroit the Wayne County Medi- 
cal Society and the Department of Health for some 
time have been working out in a rather successful 
manner a method of medical participation in public 
health work. This has been worked out particularly 
in the matter of immunization in diphtheria. Immu- 
nization is given at the expense of the Department 
of Health at so much per injection. This plan at 
the present time is being extended in a very limited 
way over a certain area in the city to venereal dis- 
ease. This is not prophylaxis; in this particular in- 
stance of venereal disease it becomes a matter of 
treatment. It is being experimented with at the 
present time over a certain limited area. It seems 
that the thing may work out fairly well. 

At the beginning of the year Dr. Robb appointed 
a special committee, a Committee on Preventive 
Medicine. Dr. L. O. Geib, President of the Depart- 
ment of Health of the City of Detroit at the present 
time, is also chairman of this committee. He, to- 
gether with Dr. Vaughan, who is the Commissioner 
of Health, who is not a member of this committee 
but 1s codperating with it, have gotten up a very 
nice demonstration and talk with charts, and I be- 
lieve they are also contemplating some movies at 
the present time for demonstration to the other so- 
cieties. This committee asked me to make this an- 
nouncement to the Secretaries today. The commit- 
tee is very anxious to contact the Secretaries or of- 
ficials of the County Societies throughout the state 
and will at their request send a speaker to the vari- 
ous County Societies who are demonstrating the 
method that is being worked out in Detroit. They 
solicit your invitations. So far as the matter of ex- 
pense of the speaker is concerned, I am not au- 
thorized to say. 


Question: How many counties have some form 
of county plan now? 


Dr. Warnshuis: Thirteen that have been reported. 


Dr. Lioyp L. SAvAce (Tuscola): There is one 
thing that has been ignored thus far, I think, and 
that is the patient’s relations, as far as economics 
are concerned, with the doctor. In Tuscola County 
we don’t recognize the indigent patient as such. We 
have patients who are not strictly indigent who don’t 
pay, but we don’t consider them indigent. We con- 
sider that we have a right to make a charge to every 
patient that we take care of, and we go ahead and 
render them just the service that we would render 
any other patient. 


In our county plan we do not take into considera- 
tion any patient sent to us by a supervisor or com- 
missioner. That patient is instructed to go to his 
own doctor and make his own arrangements. That 
places a little responsibility on the patient, and that 
responsibility saves a lot of extra work. We don’t 
press them for collections any more than they can 
stand. We feel that it is impossible and economical- 
ly unsound to try to lift up any element of the pop- 
ulation; they should stand on their own feet. That 
is the American principle. 
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Question: How do you get your pay? 

Dr. Savage: We get paid the same as any of the 
other people are paid. We recognize one important 
feature, and that is the right to charge every patient 
who comes into our office. 

Dr. Warnshuis: There is another feature regard- 
ing Tuscola County that might be passed along to 
the other societies who have contracts, and that is 
that members of the County Society who do not at- 
tend the county meeting are fined $5 for their ab- 
sence unless they can prove they are on legitimate 
professional business. They have good attendance. 

Dr. Knapp: As a means of trying to keep indi- 
gents from developing or to prevent them from be- 
coming chronic, we are arranging a plan by which 
each patient signs a note and agreement to pay back 
to the city any money that is paid out in his behalf 
for fuel or medical care, at some future time when 
and if he ever gets a job. That is one of the best 
things you can do to prevent people from taking 
advantage of welfare agencies, especially of doctors. 
Our Society attorney is preparing a note now with 
an agreement with the future employer to deduct 
so much a month, 10 per cent, say, from the man’s 
earnings when he gets a job. That really means 
that he simply is being loaned this service. It makes 
people feel a lot better, and they do not take advan- 
tage of you and call you when it is not necessary. 


Dr. Ernest C. Hansen (Manistee-Lake) : Manistee 
is one of the small counties of the state. Last 
November we formulated a plan for the supervisors. 
We get paid a lump sum for each patient that is 
hospitalized, $50 for all medical patients that are put 
into the hospital and $60 for all surgical patients, 
$10 more for the anesthetic. The patients are de- 
clared indigent by the probate court, and before any 
patient is hospitalized we appoint one of the mem- 
bers of the Society to investigate him for the doc- 
tors. Following that he can choose his own phy- 
sician and go to the hospital, and each month this 
medical representative of the doctors receives his 
pay and it is paid into the medical society. 

We also have an arrangement whereby outpatients 
or patients that are not hospitalized are paid for 
according to our regular fee schedule at 25 per cent 
reduction. 

The plan so far is working out very well. We 
had great difficulty trying to get the board of super- 
visors to send the patients to the local hospital in- 
stead of to Ann Arbor, but the local hospital was in 
a very bad situation, in debt a great deal and about 
to close, so the various social committees around the 
town brought pressure to bear on the supervisors 
and the plan is now carried out, I think, at a cost 
of $88 a patient, whereas if they went to Ann Arbor 
it would be something like $108 per patient. 


Dr. D. W. Fenton (Hillsdale): I should like to 
know in how many of these thirteen counties the 
contract applies to the county and in how many to 
the city separately. 


Dr. Warnshuis: That I cannot tell you, but we 
do have in our office a copy of the contracts that 
these various counties have either with their super- 
visors or the city. They are available to any County 
Society that desires to write in; it will enable them 
to judge the type of contract they want to make in 
their particular county. 


Dr. Baumgarten: There has been a lot said about 
keeping the indigent patients at home. I wonder if 
any county society has taken action to keep its pa- 
tients at home. I am speaking particularly of those 
that are being referred by physicians in the county. 
That is a serious problem. Most of you think pos- 
sibly it doesn’t exist to any great extent, but it 
does. It is coming up in Wayne County very active- 
ly at the present time. If anybody has done any- 
thing about that I should like to hear about it. 
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Dr. Warnshuis: That is going to be answered by 
the subcommittee of the Committee on the Cost of 
Medical Care and Services in Michigan. 

Dr. E. M. Highfield (Gratiot-Isabella-Clare): I 
should like to ask if there has been any effort to 
change the Crippled Children’s Act so that the pro- 
bate judge has authority to have them cared for at 
home. While someone said that is paid out of the 
state, we are interested in economy and we ought 
all to be taken care of at home. 

Dr. Warnshuis: There are two bills in the legis- 
lature now dealing with those amendments, and they 
are before the Public Health Committee of the 
legislature. Our Legislative Committee is well ac- 
quainted with the situation. I think there will be 
a hearing in the very near future. 

Dr. R. J. Hubbell (Kalamazoo-Van Buren-Alle- 
gan): It was urged by one of the early speakers 
that we try to obtain all the members we can. It 
was not meant that we should in any way lower 
our standards for new members. In Kalamazoo we 
require a man to be in residence one year before 
he is accepted to membership. We recently passed 
that requirement and I think it is a good thing. 

One thing that I think has not beén discussed here 
is the individual contract practice. We are troubled 
with that somewhat in Kalamazoo, and I imagine 
you are in other communities, where a man who 
accepts contract practice with mills or factories of 
different kinds actually outbids or underbids more 
work for a lump sum than all the other men in the 
community. Suppose he is not a member of the 
society. Should we invite that man into the society 
with a view to lifting him up to our level and get- 
ting him to prove himself, or is that possible? I 
think the attitude of the speaker was that we would 
be improving the man rather than lowering the 
standards of the society. 

It was suggested by one of our men that we might 
as a unit go to the hospitals and say: “We don’t 
want anybody who practices contract practice to 
practice in the hospital and if you allow anybody to 
do that we will withdraw as a body from the hos- 

ital.” 

: Dr. Warnshuis: The Constitution and By-laws 
of the American Medical Association and also of 
our State Society provide that the County Society is 
the only door of admittance to the County Society, 
the State Society and the American Medical Associa- 
tion, and that the County Society therefore shall be 
the appraiser and the judge of who is or who is not 
eligible to the County Society membership. I do 
not think Dr. LeFevre meant to convey the impres- 
sion that we should lower the standards. The de- 
sire is that in view of the pressing emergency and 
the need for an organized, united front, we should 
secure as members of our Society all the eligible 
men in the vicinity or in the county. 

Some of our County Societies require a man to 
be a resident and a practitioner for one year; some 
of them, for example, Bay County, require also that 
he be a citizen of the United States before he can 
become a member, with full papers. Some County 
Societies make the period of probation six months, 
others.make it only three months, and some of them 
take members in just as soon as they come. That 
is a matter that is entirely up to the local profession 
and the County Society. 

With regard to the man who violates the ethics 
of the profession, in particular as to contract prac- 
tice, shall he be admitted to membership, shall you 
try to labor with him and convert him from his sin? 
The Judicial Council of the American Medical Asso- 
ciation has rendered an opinion and a statement as 
to contract practice. There are certain communi- 
ties—we mentioned particularly some of the coal 
mines in Virginia or the copper mines in the Upper 
Peninsula—where the practice can only be taken care 
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of in a contract manner. In other communities like 
Kalamazoo or Detroit, such things are unheard of 
and would. be unethical. If Dr. Hubbell will drop 
me a line I will be very glad to send him the rul- 
ing of the Judicial Council to guide him and his 
County Society in dealing with a man of this type. 
I would say that it is up to you, Doctor, whether 
after observing the type of mam you have to deal 
with you want to convert him or condemn him to 
utter darkness. 

Chairman Foster: If there are no more questions 
we will adjourn this session. 

The meeting adjourned at 5:15 p. m. 





TUESDAY EVENING DINNER 
February 28, 1933 


Dr. B. R. Corbus (Chairman of the 
Council): We are wonderfully honored to- 
night in having Dr. Olin West, Secretary 
of the American Medical Association, our 
President and our President-elect with us. 
It is seldom that we have been so honored, 
and we appreciate it. 

Some time ago I wrote that this was a 
time when men who are our natural leaders 
by virtue of their ability and those men in 
our Society who by virtue of office are per- 
force looked upon as leaders should put their 
minds together in the effort to help us to 
chart our course in this period of great dis- 
turbance, when changes in medicine seem 
bound to come, changes which will break 
down our traditions, and that we must have 
our finger in the pie in these changes if we 
are to exist, if medicine is to continue to be 
the highly honored profession that it has 
been in the past, and not a commercialized 
institution. 

This was commented upon by me today, 
and I was a bit fearful that you might per- 
haps interpret what I said in a way that it 
was not intended. I said to Dr. West this 
evening that the tenseness in the air was 
not unlike the tenseness during the early 
part of the war at similar meetings, but that 
there was this difference, that someone 
higher up had shown us our obligations and 
that we were prepared to fulfill them so far 
as we could, that there was an apparent lack 
of leadership now and that lack of leader- 
ship was not limited to the medical profes- 
sion, but was found in business, in finance, 
and in politics, that it was more than at 
any other time our group obligation to help 
to work out this situation as best we could. 
So we have given up these meetings to a 
study of economic problems in the State 
Society, as has also been done in the Amer- 
ican Medical Association. I do not want to 
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give the idea that leaders of the profession 
have not been attempting to help us to chart 
our course, and I think if we look to any- 
body in the American Medical Association 
to help us in this period of time, to one man 
more than another, we look to Dr. West. 
We are glad to have him here and we are 
expecting to have him give us a talk which 
will be extremely helpful to us. 

I am now going to ask our President to 
talk to us on Health Insurance and Contract 


Practice. Dr. Robb. 
HEALTH INSURANCE AND CONTRACT 
PRACTICE 


Dr. J. Milton Robb: I was delighted this 
afternoon to see the enthusiasm and the 
thought that was used by the local County 
Societies in their efforts to solve their prob- 
lems. The fact still remains that they must 
deal with the solution of these difficult prob- 
lems in their own way in their own commu- 
nities, and that there is no way I know of by 
which it is possible to’ develop reservoirs 
of strength by pooling our shortcomings, 
there is no way in which as President of the 
Society or as Secretary of the American 
Medical Association we can by gathering in 
weaknesses in the local organization develop 
strength in the central one, so it is your obli- 
gation and I see that you are assuming it. 
I repeat to you how pleased I was, because 
as I view the situation there is absolutely 
no way that the problems in Detroit can be 
solved by the men in Tuscola and we in 
Wayne are not able to give you much help 
in some of the more sparsely settled dis- 
tricts. 

I must admit that I think we are in a tur- 
moil and that it is difficult at times to tell 
what move to make. Sometimes at night 
I feel like the mystic bird of Australia that 
flies backward instead of forward, because 
it doesn’t know where it is going but it 
would like to know where it has been, and 
when the day has finished and I look back 
over the problems that have been presented 
to me it is in a manner of review. 

The subject given to me tonight is Con- 
tract Practice, a most difficult one to handle, 
and I feel that it would be rather futile for 
me to try to write a paper on this problem, 
because if you have kept in touch with the 
writings of the American Medical Associa- 
tion in its Bulletins, I don’t believe I could 
possibly state the problem as succinctly, as 
clearly and as carefully as they have done. 
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However, there are some things that perhaps 
in my contacts in Wayne and again in the 
state may have given me some ideas that 
would be of practical value to you men. 
The Judicial Council of the American 
Medical Association defines contract practice 
by the term “Contract practice as applied to 
medicine is meant the carrying out of an 
agreement between a physician or a group 
of physicians as principals or agents, and a 
corporation, organization or individual, to 
furnish partial or full medical services to a 
group or clinic or class of individuals for a 
definite sum or for a fixed rate per capita.” 
That is sort of like a woman’s mother 
hubbard, it covers everything and touches 


nothing, but it is all that anybody could do 


with the problem, as I see it, because like 
many things that confront us in life the 
moral background of the people who handle 
it changes its definition. 

In the handling of contract practice we 
must use, as practitioners of medicine, the 
Golden Rule, good manners, ethics, and the 
rules governing the eternal fitness of things. 
If those things form the background of the 
individuals who are conducting contract 
practice, the different sides that go to make 
it up, the employer, the insurance company 
and the doctor, we probably will not have 
much trouble with it. It is similar to what 
sometimes has been said about womankind 
—we apparently cannot get along with them 
and we cannot get along without them. 
That is one of the things that the Lord has 
sent to try us. 

In 1907 when I was a junior student, I 
went to Randolph, Louisiana, to act as a 
substitute practitioner in a lumber concern, 
and I stayed there for three weeks. I got 
$11 a day and my board and room, and that 
is the last contract practice that I did. I 
was somewhat like the negro who took a 
flight in an airplane, and when he got 
through he said to the pilot: “Thank you, 
Mr. Pilot, for those two rides, my first and 
my last.” (Laughter) I immediately ap- 
preciated the fact that although there was 
some money to be had from contract prac- 
tice, the problems that confronted one in 
actually giving the service that was neces- 
sary to the sick patients could not be carried 
out. Since those individuals who were a 
part of the company or the lumber camp 
received their medical service by paying in 
a certain stipend to their employer, they felt 
that everything that happened to them from 

















a small scratch that could scarcely be seen 
on some of the dark skins that I was work- 
ing with, up to the larger problems of medi- 
cine, must be seen that day and must be seen 
in the office, so that actually I was putting 
in my time, in the great majority of in- 
stances, looking after something that didn’t 
amount to anything and the sick patients 
who needed my care were getting mighty 
little. Immediately the one problem that 
had to do with contract practice that was 
presented to me at that time was how it was 
possible to get rid of these small scratches so 
that they did not interfere with the larger 
problem of the practice of medicine. 

I grant you that there are men who de- 
velop ability in industrial surgery who might 
weed out that situation much more rapidly 
than I was able to do, but the principle was 
there. It did seem that there was no other 
way that that problem could be handled. I 
was a number of miles from another town 
where a doctor could be gotten; there were 
certain days of the week when I had to go 
down into the woods and spend the entire 
day going through the camp, looking after 
the sanitary conditions, taking care of people 
who might be down in that neighborhood, 
and it wasn’t possible for anybody to handle 
that situation except by some sort of con- 
tract plan. It seemed to me that if each of 
those individuals paid a comparatively small 
sum which they themselves had to pay into 
the coffer, they probably would not be so 
inclined to clutter up the office and thus 
make the people who were actually sick go 
by the board. That brings it down to the 
basic principle with which you have to deal, 
that the individual who personally pays for 
medical service will not malinger and the 
individual who does not pay for medical 
service will be inclined to malinger in the 
great majority of cases. That 1s a human 
frailty. 

In oil companies, in mining concerns, in 
other places like that, I see no way that it is 
possible to get around the problem of con- 
tract practice. I see men who are handling 
this problem and handling it perfectly satis- 
factorily, for the reason. as I have said. that 
they have a background of ethics and the 
eternal fitness of things to direct them. 

As we merge into other things in which 
contract practice presents itself, we begin to 
get lost in the forest again. It makes me 
think of a story I heard Mr. Seabury tell 
when he was talking at Detroit a few days 
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ago. He said he was over in Manchester, 
England, and was walking along the plat- 
form of the station when he came to a bag- 
gage car where there were two baggage 
handlers and a rather forelorn looking little 
dog sitting there. One of the workmen 
said to the other: ‘Do you know where 
this dog is going?” 

“No,” said the other, “I don’t and neither 
does he; he has chewed up his tag.” 

After we get to a certain point in contract 
practice, apparently we have chewed up our 
tag and just what direction to take is a diffi- 
cult thing to determine. 

I want to draw a definite difference be- 
tween the way we feel about contract prac- 
tice and the way the sociologist feels. The 
medical profession are inclined to include as 
good practice in the private practice of medi- 
cine, the care of such problems as I have 
mentioned, lumber camps, mining camps, 
etc., and industrial surgery. They are in- 
clined to class all others pretty generally as 
bad practice. We may have to revise that. 
In the mind of the sociologist it is divided 
into the individual doctor—private practice, 
second, group payment, and third, group 
practice. With group payment they classify 
state control, the United States compensa- 
tion laws, state practice; second, voluntary 
health insurance such as you see supplied by 
the health and accident companies; third, in 
their group practice they speak of contract 
practice in which obstetricians or pediatri- 
cians will for a certain stipend per year sup- 
ply service to the families. 

Now we will analyze some of these prob- 
lems if we can. First is state medicine, 
state control. I still feel the same about 
state medicine as I did at the onset of my 
efforts with the State Society in which I 
said that state medicine bears the same rela- 
tionship to the private practice of medicine 
that prostitution bears to true love—it is 
insincere, it is expensive, it is degenerating 
and has no place in the scheme of life of a 
free people. I believe that statement is 
pretty well established by the experience that 
Germany, Russia and England have had. 


‘We have no worthy guide in state medicine. 


I haven’t the time to discuss its problems in 
its application in these other countries, but 
it has not worked well. When in Germany, 
a nation of very fine physical specimens, 
they have 16.5 days per capita per annum 
of illness while this country has 6.5, there 
must be something wrong either with the 
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investigation or with the malingering system 
of Germany. There is no reason why the 
German people should be sick three times as 
long as we are. When in England with the 
compulsory health insurance program that 
they have established, at the first of 1931 
they had to borrow from the government of 
the British Isles $1,250,000,000 to meet 
their deficits, it doesn’t look as if it was a 
very good program. 


It means that the application of that pro- 
gram in this country would mean increased 
taxation of perhaps several times what we 
have at the present time, and if you don’t 
think it is enough now I am wrong. 


Voluntary health insurance programs 
have been presented. They too are not sat- 
isfactory. : 


I am coming back to the compensation 
laws of this country, by which the accident 
cases that occur in industry have been satis- 
factorily taken care of, I think, by the indus- 
trial surgeon, providing that industrial sur- 
geon interests himself in the accident cases. 
We have had a little difficulty in Detroit 
by reason of the fact that unfortunately 
some of the industrial surgeons in the fac- 
tories had too much interest in the families 
of the men who worked there and at times 
rather turned over to the nurse and to the 
orderly the care of the very thing that they 
were supposed to look after. That has been 
one of the most difficult things we have had 
to handle in Wayne County. I believe we 
are making progress with it. 


In a little while I will read the industrial 
surgeons’ code. You say the code of ethics 
for compensation cases should be the same 
as for everyone else. Well, it is, but the 
industrial relations committee of the Wayne 
County Society have done an excellent job; 
they established this code and they have de- 
veloped a very friendly relationship with 
the general practitioners of Wayne. They 
have gone to the point of attempting to 
establish a committee which is to meet with 
the adjusters of insurance companies to 
arbitrate the difficult problems that present 


‘between the practitioner and the industrial 


surgeon. This is a resolution from the 
minutes of the meeting of the committees 
of Wayne County and the Detroit Adjust- 
ers’ Association: 


“RESOLVED, That an agreement be drawn up to be 
signed by the Wayne County Medical Society and 
the various insurance companies which will permit 
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competent private practitioners to handle compensa- 
tion cases, provided: 

“1, That private physicians notify the carriers 
promptly in all cases.” That has sometimes been a 
difficulty, that they have failed to notify the carriers. 

“2. That private physicians who remain on these 
cases submit and sign a detailed report. 

“3. That private physicians accept remuneration 
for their services according to a set fee schedule. 

“4. That patients be given the privilege of choos- 
ing their own physicians if they so desire. 

“5. That carriers will not advise patients that 
they will receive no compensation unless they accept 
the company physician. 

“6. That carriers will reserve the right of exam- 
ination by the company physician and consultation 
by him with the physician in attendance. 

“Further, that an arbitration board be established 
to set up the above-mentioned fee schedule and to 
settle unliquidated claims and all other controversies 
that may arise between the attending physician and 
the carriers.” 


They have been trying in a very sincere 
way to handle the situation that in Detroit 
is a real problem. When you consider that 
there are—at least there were in good times 
—20,000,000 men under United States com- 
pensation laws, you can see that that is a real 
problem in this country, and this is an effort 
to establish an arbitration board whereby if 
someone on the outside gets one of these 
cases he can have consultation with ‘the in- 
dustrial surgeon, but he will be permitted to 
carry satisfactorily to a conclusion the con- 
duct of that case. It would seem that that 
would solve some of the problems that we 
have in Wayne. 


The code of ethics for compensation cases 
I will not read. It has been in the Wayne 
County Bulletin and I believe it is well 
worth your time to go into it. 

In the matter of contracting to handle all 
types of medicine there seems to be a very 
definite obstacle. It comes down to the 
difficulty of socializing many of the things 
of life. For example, in your own com- 
munity you can socialize up to this point: 
You can give them light, you can give them 
water, you can give them sanitary condi- 
tions, and in Detroit we apparently can’t 
give them transportation, but beyond that it 
does not seem to be possible to socialize the 
community. In medicine we apparently are 
able to supply satisfactory communal care 
or socialized medicine up to the point at 
which the problems of preventive medicine 
are to be taken care of, and beyond that we 
cannot go. Why? Because nobody is go- 
ing to malinger if he has scarlet fever or 
diphtheria or’ small-pox or tuberculosis or 
syphilis, consequently you have established 
a barrier. Beyond that in the matter of 
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socializing medicine it does not seem possible 
to go. 

Dr. Vaughan thinks that perhaps curative 
medicine can be handled in that way. I still 
feel that it cannot. In a very simple way 
the problem of socialization of medicine can 
be applied to an ordinary wash-up.room in 
a hotel. They can supply a bowl of water 
and soap and a rotten towel, and beyond 
that they cannot go. You perhaps might 
like to have a brush or a comb or a little 
toilet water or something of that sort. Why 
can’t they do that? Because in order to do 
it they would have to have a guard there 
night and day to be sure you didn’t take it. 

That is the great difficulty in socializing 
all these things in life, that beyond a certain 
point the administration becomes so difficult 
and so expensive that it cannot be conducted. 

Mr. Wolfenden, a statistician, has written 
on some of these problems. He feels that 
from an actuarial standpoint state medicine 
cannot exist (he is not a doctor; he is talk- 
ing entirely on the problem of administra- 
tion), because the administration cost be- 
comes so high that it is not possible to satis- 
factorily conduct it. It is just the same as 
my wash-up room problem. 

In the further consideration of contract 
practice I have a feeling that the minority 
report of the Committee on the Cost of 
Medical Care probably has presented as 
clearly as can be some of the difficulties. It 
says: “Contract practice must be consid- 
ered unethical and injurious both to the pub- 
lic and to the physicians when any of the 
following features prevail: 

“1. When there is solicitation of patients 
either directly or indirectly. 

“2. When there is competition and un- 
derbidding to secure the contracts.” Just 
as soon as that enters, the satisfactory serv- 
ice to the patient, which is the prime motive 
of our efforts, is gone. 

It comes down to this: Can medicine be 
made a routine? Medicine cannot be made 
a routine and never will be. In some of the 
applications that industry and people who 
are interested in industry and commercial- 
ism try to make to medicine they assume 
that medicine can be made a routine. When 
they build a motor car they put in a lot of 
time experimenting, they spend millions of 
dollars experimenting, and then after it is all 
set they put it on a conveyor and out it goes 
and they think they can fabricate medicine 
that way. It never will be done. Every 
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patient demands a certain investigation, 
every patient is different; every car is not, 
every suit is made in a similar manner, 
sometimes worse goods put into it, I grant 
you, but you can fabricate those things; in 
medicine you can’t. 

“3. When the compensation is inade- 
quate to secure good medical service. 

“4. When there is interference with 
reasonable competition in a community. 

“5. When free choice of physician is 
prevented.” 

“6. When the contract because of any 
of its provisions or practical results is con- 
trary to sound public policy.” 

In all these situations that present we 
finally run into the problem of ethics, and on 
the other hand commercialism. 

The American Medical 
divides contract practice: 

(a) for employment connected injuries. 
(That is your compensation law, and it 
seems to work fairly satisfactorily. ) 

(b) for employment connected illnesses 
and injuries. (There they are adding oc- 
cupational diseases. ) 

(c) for injuries and illnesses which are 
either employment connected or which may 
have no relation to employment. 

That is‘state medicine, so you see that 
situation has been presented time after time 
to different legislatures in this country, first 
injuries, second occupational diseases, and 
third all the other things, and those are the 
steps by which they travel. 

The Committee on the Cost of Medical 
Care in its report assumes that there can be 
a satisfactory control so that the doctor 
won’t have anything to do with the matter 
of cash benefits. What is coming up in 
every single legislature in this country? On 
one side they are talking about compulsory 
health insurance; on the other side old-age 
pensions, unemployment insurance. There 
is only one place where those who are inter- 
ested will be satisfied and that is where those 
two things meet, and that means that you 
will be paid for being sick. When that 
comes there isn’t any civilization that can 
possibly pay for it. (Applause) 

Dr. Corbus: You will agree with me 
that the profession of this state is very 
fortunate to have as President a man who 
has such an understanding of our problems 
and such full qualities for leadership. 

I take pleasure now in introducing to you 
Dr. Olin West, whom you all know. 


Association 
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SOCIETY'S CHALLENGE 


Dr. Olin West: Mr. Chairman, Mr. 
President, Members of the Secretaries’ Con- 
ference: It is quite a pleasure for me to 
be here and to have the added pleasure of 
recognizing among the company those whom 
I have had the privilege of meeting before 
from time to time, and it is quite a pleasure 
also for me to have the benefit of hearing 
Dr. Robb’s splendid discussion of various 
topics that he has included in his talk. 

Before I get down to what I want to say, 
it has occurred to me that you might be 
interested in hearing an extract that I ran 
across accidentally a day or two ago which 
I want to read to you first and then tell you 
where it came from. It is under the topic, 
“The Lesson of the Day.” 


“Tt is a gloomy moment in history. Not for many 
years, not in the lifetime of most men who read 
this paper, has there been such grave and deep ap- 
prehension. Never has the future seemed so in- 
calculable as at this time. In our own country 
there is universal commercial prostration and panic, 
and thousands of our poorest fellow-citizens are 
turned out without employment and without the 
prospect of it. In France the political cauldron 
seethes and bubbles with uncertainty. Russia hangs, 
as usual, like a cloud dark and silent upon the hori- 
zon of Europe, while all the energies, resources and 
influences of the British Empire are sorely tried 
and are yet to be tried more sorely in coping with 
the vast and deadly Indian insurrection and with its 
disturbed relations in China. It is a solemn mo- 
ment, and no man can feel an indifference, which 
happily no man pretends to feel, in the issue of 
events. Of our own troubles no man can see the 
end. They are, fortunately, as yet mainly commer- 
cial, and if we are only to lose money and by pain- 
ful poverty to be taught wisdom, the wisdom of 
honor, of faith, of sympathy and charity, no man 
need seriously to despair. And yet the very haste 
to be rich which is the occasion of this widespread 
calamity has also tended to destroy the moral forces 
with which we are to resist and subdue the calamity. 

“Good friends, let our conduct prove that the call 
comes to men who have large hearts, however nar- 
rowed their homes may be, who have open hands 
however empty their purses. In time of peril we 
have nothing but manhood strong in its faith in 
God to rely upon, and whoever shows himself truly 
a God-fearing man now by helping wherever and 
however he can will be as blessed and beloved as a 
great light in darkness.” 


I submit, gentlemen, that that might well 
have appeared in the columns of any well- 
edited periodical of the present day. Asa 
matter of fact, it appeared in Harper’s 
Weekly on October 10, 1857, just seventy- 
Six years ago. Truly, there is nothing new 
under the sun. I submit it as almost an 
exact description of the very situation in 
which we find ourselves today. 

I was very much interested in the remarks 
of the Chairman of the meeting who re- 
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ferred to some of the problems of leader- 
ship. In so far as I am concerned (and I 
speak not from the standpoint of the na- 
tional medical organization but rather from 
the standpoint of state organization and of 
county organization ), I fully believe that the 
medical profession has at this time as strong 
leaders, as intelligent leaders, as devoted 
leaders, as has any group on the face of this 
earth, and were it not for the problems 
which intimately concern medicine but are 
inevitably and irretrievably a part of the 
great general economic problems, I have no 
doubt that these problems of medicine would 
be solved and solved easily and promptly 
and correctly, because I am convinced that 
the leadership of medicine in our states and 
counties is strong enough and the desire of 
the entire medical profession, or at least of 
the members of the medical profession who 
are worthy the name of physicians, is right- 
eous enough to see to it that the proper solu- 
tions should be made and would be made. 
But it is not possible, in my opinion, for the 
many problems which are now confronting 
medicine in the United States to be correctly 
solved because of the complicating factors 
that exist in the general economic-fabric. If 
medicine could control the acts of govern- 
ment and of finance and of industry, and 
greatest of all of philanthropy, many of the 
problems with which we are now confronted 
never would have come into existence. 

The position of leadership is a difficult 
position in these days and times because of 
the many complications that have been 
brought to bear and that have resulted in 
the precipitation of medicine into situations 
where it never should have been forced to 
go, and the control of these factors has not 
been in the hands of the medical profession. 


I believe I am down on the program to- 
night to discuss Society’s Challenge to the 
Profession. That is a subject that a man 
could talk on all night long, or he could say 
a few words and quit. I don’t know yet 
which I am going to do. I am reminded of 
a story that I told Fred Warnshuis the other 
day. I think it is a pretty good story and 
I hope he hasn’t beat me to it. 


A fellow got lost down in the mountains in my 
state, and finally drove up to the cabin of a typical 
mountaineer. The man who told this story described 
the surroundings of the cabin in a most realistic 
manner. He told about the old mountaineer slouched 
in a cane-bottomed chair with his old hat pulled 
down over his eyes, leaning back against the wall 
taking a comfortable snooze, and the razor-back hog 
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out in the yard that was stroppin’ himself against 
a stump, the old dog lying on the porch, waking up 
once in a while to snap at a fly. The traveler drove 
up to the cabin and yelled to the old mountaineer: 
“Say, how do I go to Knoxville from here?” 


The old fellow unwrapped himself and pulled his 
hat up over his forehead a little, walked out to the 
man’s buggy and said, “Well, stranger, yuh go down 
this holler here ’bout two mile an’ turn to the left.” 
Then he thought for a minute and said, “Naw, don’t 
do that, I'll tell yuh, yuh go down that gulch over 
there an’ go ’bout three mile and turn to the left. 
Hell, no,” he said, “that won’t do either. I’il tell 
yuh whatcha do, yuh go up this holler here an’ yuh 
go "bout six miles and then yuh turn to the right.” 
He thought a minute and said, “Naw, yuh mustn’t 
do that either. Hell’s fire, Mister, if I was goin’ 
to Knoxville I wouldn’t start from here.” (Laugh- 
ter) 


We are somewhat in that situation. There 
are a lot of things that are confronting us. 
We are in the position that we hardly know 
how to choose a starting point. I am some- 
what in that situation also in being given 
the opportunity to talk under the title of 
Society’s Challenge to the Profession. My 
own feeling is that the greatest challenge 
ever issued to medicine is the challenge of 
medicine to itself, so to speak, and that that 
challenge grew out of the recognition by 
medicine of its own responsibilities and its 
own duties to society long before society 
ever had any realization or any appreciation 
of the possibilities of medicine or of its re- 
sponsibilities or duties. 

The challenge of medicine to itself began 
with the very beginnings of the development 
of medical knowledge, and I say again that 
this challenge of medicine to itself grew out 
of its own realization of the possibilities of 
its service in behalf of mankind and of the 
duty and responsibility that devolved upon 
the devotees of medicine to provide good 
medical service for the benefit of humanity. 

I call your attention to the fact that the 
first care of medicine has always been to 
make and to keep the interest of society and 
the interest of the individual needing medi- 
cal service paramount to all other interests. 
I call your attention to the fact that from 
the very beginnings of medicine as medical 
knowledge has been developed it has been 
passed on without money and without price 
from the men who developed the knowledge 
to those who came after, always with the 
admonition that that knowledge should be 
used for the benefit of men and always with 
the admonition that it should not be abused 
and that it should not be used in any way 
except in the interest of society. 

The realization of the responsibilities of 
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medicine to society is further shown by the 
fact that medicine never has known any 
boundaries of nation or any other bound- 
aries, but as scientific medical knowledge has 
been developed it has been freely given to 
the whole world, and in these ways that I 
have indicated certainly it has been definite- 
ly shown that if any challenge has issued to 
medicine the challenge has been accepted and 
the duties and responsibilities involved in 
that challenge have been creditably dis- 
charged. 

There is a distinct challenge of medicine 
to the medical profession, involving the 
maintenance of the ideals of medicine as 
they have been established through many 
hundreds of years, and the insistence of 
medicine that these ideals shall be main- 
tained is not simply for the sake of main- 
taining ideals, but rather because medicine 
knows that the observance of the ideals that 
have been built up on the basis of long and 
devoted experience is absolutely necessary to 
the delivery of a good medical service. 

Another challenge of medicine to the 
medical profession collectively and individ- 
ually is that it shall combat demands from 
any source that tend to destroy the profes- 
sional aspects of medical practice. 

Now, my friends, as I have studied these 
various questions that are now agitating the 
minds of physicians and of a certain element 
of the public, I have come more and more 
to be convinced that here is one of the most 
important duties of the medical profession, 
and that is to do everything that can be 
done to preserve the professional aspects of 
medical practice, because for the life of me 
I cannot understand how it can ever be pos- 
sible that good medical service can be pro- 
vided for those in need of its ministrations 
except through the agency of a scientific 
profession, a profession imbued with scien- 
tific ambition, a profession imbued with 
humaneness, with a love for medicine for its 
own sake, and with a love of medicine be- 
cause of what medicine can do for man- 
kind, and that is why, believing those things, 
I am doubtful, seriously doubtful and even 
fearful, about any and all of the artificial 
schemes that are being proposed and pro- 
moted for the delivery of medical service, 
I don’t care whether these schemes involve 
what we know as contract practice or group 
practice or group insurance or whatever you 
may call it. I have the fear, which grows on 
me day by day as I have opportunity to ob- 
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serve these various schemes in operation, 
that all of them have inherent in them the 
danger of destroying professionalism in 
medicine, and when the professional aspects 
of medical practice are destroyed God help 
the public, because I say again that there 
is no agency through which good medical 
service can be delivered except the agency 
of a qualified medical profession.. It must 
be a profession. As your President, Dr. 
Robb, told you, medical service cannot be 
delivered on a machine basis; it has got to 
be delivered on a professional basis and on 
~ an individual basis in order that it may be 
the best service. 

There is the challenge of medicine to the 
organized medical profession, a very distinct 
challenge, first that it shall keep the medical 
profession clean and capable. I know per- 
fectly well that the medical profession is not 
perfect because it is made up of men and 
women that are human beings, as is any 
other group, and I know perfectly well that 
there have crept into medicine within recent 
years certain tendencies upon the part of a 
certain small element of the profession that 
have created difficulties for the entire pro- 
fession and that have reacted in an unfavor- 
able manner upon medicine generally. The 
fact that these things are so, however, in- 
creases the responsibility of organized medi- 
cine in the matter and increases the gravity 
of its duty to see to it that the profession, 
so far as it can be done, is kept clean and 
capable. 

The next is to create in the public mind 
an intelligent understanding of the aims and 
the possibilities and the limitations of scien- 
tific medicine. In other words, we must 
continue as organized medical societies our 
efforts to properly instruct the public about 
medicine and if possible to bring them to an 
understanding of what medicine can do and 
what medicine cannot do and of the methods 
and especially the professional methods that 
must be employed in carrying out the benef- 
icent service that medicine has to offer and 
in combating any sort of influence that 
would tend to weaken the possibilities of the 
application of medical knowledge. 

Another challenge to the organized pro- 
fession is that it shall recognize and shall 
assume leadership that belongs to it because 
it is the possessor, the only possessor, of 
scientific medical knowledge. Because of 
that fact leadership naturally devolves upon 
the organized medical profession with re- 
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spect to all matters involving the relations 
of medicine and the public, involving the 
relations of physicians one to another. In 
the challenge also is involved the duty of 
fighting fraud and quackery and the propa- 
ganda of theorists and of professional agita- 
tors or, for that matter, of amateur agita- 
tors who know nothing whatever about what 
is actually involved in the delivery of med- 
ical service. Those are duties that naturally 
devolve upon the organized medical socie- 
ties. 

Further, the challenge involves the duty 
of the organized medical profession to de- 
vise and to operate plans and methods for 
extending the service of medicine, taking 
care to see to it that such plans and methods 
will not destroy the fundamentals of good 
medical service but will preserve them. 

There is a challenge to the individual 
county society that comes from medicine 
itself aside from any challenge that might 
issue from society to medicine. It involves 
the primary duty, as I see it, of the medical 
society, county, state and national, to pro- 
mote the art and science of medicine and the 
betterment of public health, to develop and 
improve its own members. I want to say 
to you again as I have said on several occa- 
sions before and as I expect to continue to 
say every time I have an opportunity to say 
it, that one of the very fundamental duties 
of the County Medical Society and the State 
Medical Society and the American Medical 
Association is to do everything that can be 
done to make every member a better phy- 
sician, and the County Society can do a 
great deal to that end. It can do it through 
its scientific programs, through giving the 
individual members an opportunity to de- 
velop themselves, in the discussion of med- 
ical subjects, and through affording the op- 
portunity for the collective membership of 
the society to give aid to the man who tries 
to improve himself. It will never be done 
by having all of your programs taken over 
by men from outside. It is fine to have a 
man come from outside, some fellow who 
has a big name, and talk to you once in a 
while, but one of the prime duties of the 
County Medical Society is to develop its 
own men in the discussion of medical sub- 
jects, to improve their knowledge of the 
subjects that can properly be presented for 
discussion before medical societies, and thus 
to help make them better doctors. 

There is a distinct challenge to the County 
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Medical Society to assume leadership in its 
own community in every phase of the social 
life of the community in which medicine is 
in any manner involved. Iam proud to say 
that more and more the county societies over 
this country are fully rising to the accom- 
plishment of that duty, and I believe that 
more and more medicine is beginning to 
exert a most helpful influence in the social 
life of the communities which have the bene- 
fit of the leadership of well organized 
County Medical Societies. 

It is the duty of the County Medical 
Society to provide avenues for contact and 
for cooperative effort between the leaders of 
other phases of the social life of the com- 
munity. For several years I have advo- 
cated as strongly as I could the appointment 
of active, earnest committees which have 
generally been called committees on public 
relations, and the more I see of the work 
that such committees are doing in a number 
of places in the United States in various 
cities, the more I am convinced that in the 
committee on public relations—you can call 
it something else if you want to—is to be 
found one of the most useful arms of med- 
ical organization. 

I had in my office just yesterday a man 
who told me about how the situation in his 
own community had improved since the ap- 
pointment by his County Medical Society of 
a committee on public relations. The first 
thing that committee did after its appoint- 
ment was to invite the president of the 
Rotary Club and the president of the Lions’ 
Club and the president of the Kiwanis Club 
and some other clubs in for a conference, 
and to ask those men, all of whom were 
leaders in the town and in the county: What 
is your criticism of medicine as it is prac- 
ticed in this county? What suggestions 
have you to offer as to how the medical serv- 
ice in this county can be improved? What 
part can this County Medical Society play 
in the social life of this community in a 
helpful manner that it has not already be- 
come active in? 

They told me: “We got some splendid 
suggestions from two of the three or four 
or five men that were invited, and within 
three days the talk of the town was that the 
County Medical Society had actually become 
interested in the life of the community, and 
within a week we were covered with visits 
from the citizens of the county, all of whom 
were seeking our advice as to what would 
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be the best thing to do about insanitary con- 
ditions in a school, how we could help to 
make the health department more effective 
and keep it where it belonged, and on and 
on and on.” He said, “Furthermore; there 
isn’t a week that passes that our committee 
doesn’t have a meeting, and no meeting is 
ever had that is not attended by some of 
the most influential laymen in the county 
who come to us for advice and instruction 
and guidance.” 

I maintain that that County Medical So- 
ciety is going to be the most useful body in 
that county, and the measure of the service 
that it can render under the assumption of 
such leadership will be tremendously large. 

Of course, the great challenge of medicine 
to itself is the one which has always been 
recognized by medicine and which has been 
definitely and fearlessly met, and that is the 
challenge to develop a knowledge of scien- 
tific medical truth, to apply that knowledge 
in a manner that will bring the most bene- 
fit to the people, and to die by the truth. 
That is why it is necessary, my friends, that 
medical societies all over this country, in 
Michigan, in Alabama, in Texas, in New 
York, in every state, shall study conscien- 
tiously and carefully all of these problems 
that are being so much talked about, until 
the medical profession can develop the truth 
from the standpoint of scientific medicine. 
Don’t condemn them, don’t wave them 
aside; develop the truth and deal with them 
on the basis of scientific truth, always with 
the earnest and honest intention to promote 
truth and to make‘it apply in a manner that 
will bring the greatest benefit to humanity. 

Dr. Corbus said something about leader- 
ship and he made some personal reference 
to me that scared me badlv. I looked upon 
myself as a servant of medical organization, 
and I never have considered myself any 
great leader. I find the greatest joy in de- 
voting whatever talent or energy I may have 
to the service of organized medicine, but if 
I were a great leader or if someone in my 
place were unmistakably a great leader, he 
could not solve all of the problems that con- 
front the medical profession in the various 
localities of the United States at the present 
time. I don’t know that anybody can solve 
them, but the more I study these things and 
the more I come to realize the diverse and 
many times the directly opposite conditions 
that exist in one community as compared 
with another, the more I realize that the 
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local County Medical Society must study its 
own problems, secure all the information 
that it can of a general nature, in the hope 
that it may find some information that will 
immediately apply to its particular problems, 
and deal with them to the best possible ad- 
vantage, always with the earnest conviction 
that they must be dealt with in a manner 
that will first serve the public interest and 
the interests of the individual patients. 

I want to say just one word more. There 
is no interest of the public that is not the 
interest of medicine; there is nothing good 
for the public that will not be good for 
medicine, and there is nothing good for 
medicine that will not be good for the public. 

I thank you most kindly for your very 
cordial courtesy. (Applause) 

Dr. Corbus: We are very grateful to 
you, Dr. West, and to you, President Robb. 
Of course these talks are not intended to be 
followed by a discussion, but it occurred to 
me that there might be some questions, and 
I would give you the opportunity to ask 
them. 


MOBILIZED FORCES 


Dr. F. C. Warnshuis: Mr. Chairman, 
Dr. West, President Robb, and County 
Secretaries: I know that upon you as 
County Secretaries there rests the tremen- 
dous burden of local problems that are try- 
ing and that tax your time and ingenuity. We 
who have been privileged to serve as state 
secretaries think that in the discharge of 
our state duties we have exceedingly heavy 
burdens that are trying, that tax our ingenu- 
ity and often disturb our equanimity. Then 
again, when we have Dr. West come to us, 
who has the burdens of the nation not alone, 
but the burdens of the world with regard 
to organized medical activities, we know 
something of the load that he is working 
under, and I am sure that you join me in 
expressing to him our appreciation for com- 
ing here this evening and giving us the talk 
that he has, taking the time that is his and 
which makes such a heavy demand upon him 
in the discharge of his national duties. 

As was intimated, I was supposed to give 
the text for the two talks this evening. By 
what means the speakers gleaned those texts 
and talked from them without my having 
imparted them to them I do not know. How- 
ever, the sermon has been preached and it 
only remains for me now to pronounce the 
benediction. 





ANNUAL CONFERENCE COUNTY SECRETARIES 297 


I had intended to talk on public opinion 
and to point out where in the formation of 
sound public policies and activities the pub- 
lic looks to recognized leaders for guidance 
and judgment, and I was going to point out 
that in medical problems they look to the 
County Medical Society for that leadership 
and for the formation of sound public and 
local opinion. I was going to stress for a 
moment that some of us have always found 
the county officers and a certain group of 
men through the state performing the duties 
of the state organization; they have carried 
on the sound principle of organized medicine 
that was created in 1900 by the American 
Medical Association reorganization at Sara- 
toga Springs where the County Society was 
made the unit, the state next, and the Amer- 
ican Medical Association the national repre- 
sentative of the profession in this country, 
and during this score or more of years you 
who have served in the capacity of county 
officers and those who have served their 
state and those who have served the nation 
have conveyed the principles of organized 
unity and organized activity, but they fell, 
ofttimes, on soundless ears. When :things 
were happy, business was prosperous, in- 
come was good, they gave little heed to the 
warnings that have been uttered by men like 
Dr. West. Then suddenly we have a rude 
awakening, as has come to us in the past 
three years when we have seen our riches 
disappear. We had paid no attention to 
these interlopers, these uplift workers, these 
social guiders, and these what-not helpers of 
humanity, and their inroads suddenly, with- 
in the last year, have come to a crisis and 
organized medicine finds that it is at the 
dividing of the ways and that it is only 
through organized unity that we will be able 
to conserve for the future all the traditions 
of our profession that have been so bril- 
liantly recorded in the past, and safeguard 
to the individual doctor his right to continue 
as an individual practitioner of medicine. 
Suddenly they call upon us as county off- 
cers and as state officers and upon Dr. West 
and the rest of the national officers to come 
to their rescue and bring forth some pro- 
gram or some policy that is going to enable 
them to retain their identity and their in- 
dividualism and permit them to continue the 
individualistic practice of medicine. 

We are at the crossroads and the various 
proposals that have been advanced within 
the last year or two confront us, and the 








298 


question arises in the mind of every doctor: 
What shall we do? Your preachers of this 
evening have advised you. We ask you as 
men who are the key men in the counties 
that constitute our plan of medical organiza- 
tion, to go back and enlist the men of your 
counties in the solution of the local prob- 
lems, and as you solve them, aided by your 
judgment we shall try to solve the state 
problems, and with the judgment of the 
various states of our Union we will solve 
our national problems, which will safeguard 
the future of medicine and not let it become 
subservient to these uplifters and lay work- 
ers. We ask you to go home and enlist 
every eligible physician in your county in 
order that we may have a mobilized force. 
You who have been holding the front line 
trenches heretofore must now bring on the 
battalions that are going to weather this 
barrage that is suddenly being cast upon us. 
We ask you to appoint public relations com- 
mittees immediately and to see that they 
promptly undertake the activities that de- 
volve upon them in their communities, as 
has been pointed out to you by the speakers 
of this evening and by Dr. West. We ask 
you to become interested in your local com- 
munity problems and to exercise a commu- 
nity influence in matters related to hospitals, 
clinics, health departments, schools, clubs, 
and the officials in your county and in your 
local town, city or hamlet. It is only in this 
manner that we are going to be able to con- 
vey to the public sound recommendations 
that will serve as guiding principles that will 
save them from some of the things that we 
now know have occurred in other countries 
and in other nations who have sought a 
panacea for the care of those who are not 
quite able to obtain that which scientific 
medicine is able to give them. 

That, Mr. Chairman and Fellow-Secreta- 
ries, I feel is the call of the hour to you who 
have accepted the office of Secretary in your 
County Society. It is an obligation that rests 
upon you, because your office is not an idle 
one, and if you sought it and hold it simply 
for the honor I believe the best advice that 
can be given to you is to relinquish it to 
someone else who will accept these responsi- 
bilities. | 

There is one more important thing that I 
want to stress. Dr. West has hit upon it for 
a moment. In the past there have been 
those who have sought to express the opin- 
ions of medicine when they knew not what 


ANNUAL CONFERENCE COUNTY SECRETARIES 








Jour. M.S.M.S. 





that policy and opinion of medicine was. 
The precedent is fairly well established and 
should be observed by every member of the 
profession that in matters locally the Coun- 
ty Medical Society is the spokesman of the 
profession in that county, and that in mat- 
ters of the state the State Medical Society is 
the spokesman for the profession in that 
state, and in national medical matters the of- 
ficers of the American Medical Association 
are our spokesmen in national affairs, and it 
ill behooves us, though we may have a great 
opinion as to our judgment and our plan of 
solution, to utter anything that will cast dis- 
trust and create confusion in the minds of 
the people who are seeking a solution of 
their difficulties and who are seeking to se- 
cure adequate medical care for all of the 
people in their immediate vicinity. 

Mr. Chairman, I think that is a long 
benediction. Of course, every sermon should 
be concluded with a prayer, and I am going 
to make this prayer a quotation that I se- 
cured somewhere, I don’t know where: 

“We must deal collectively with the ex- 
ploitations of medicine. The safety of the 
public in matters of life and health rests 
upon the initiative of our profession. The 
preservation of all that is best in the tradi- 
tions of our profession, of all that has been 
produced in the development of the science 
of medicine, can be accomplished only in a 
close union of our individual interests. It 
must not be forgotten that medical organi- 
zation has been and will continue to be the 
most powerful influence in the protection 
and maintenance of the personal rights and 
interests of the individual physician. The 
fact must not be lost sight of that medical 
organization has consistently demanded that 
the economic security of the individual prac- 
titioner be assured along with the welfare of 
the public at large in any new form of medi- 
cal practice which may be evolved. Medical 
organization has not overlooked the fact 
that the personal human element in medicine 
predominates. After all, medical practice is 
secondary to and dependent upon the prog- 
ress of the medical profession. 

“The solution of the problems of the pro- 
fession is a means to an end. Let the pro- 
fession fail and medical practice fails also. 
Medical practice does not stand alone, and 
for that reason cannot endure unmolested 
without the protection of the medical pro- 
fession. Medical practice is merely the child 
of the medical profession, and without 
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proper organization becomes an orphan. 
Through the maintenance of strong medical 
organizations the medical profession will 
have reasonable assurance that its economic 
security will be protected and safeguarded 
and therefore that it will be permitted to 
keep pace with the advancement of scientific 
medicine. Under such conditions sound 
medical practice can be carried on and com- 
petent medical care can be provided. 

“Much depends on how the medical pro- 
fession acts to meet the present crisis. Only 
by united action can it hope to weather the 
storm and preserve those proven principles 
which it knows to be best for the public and 
for its own members.” | 

There, Mr. Chairman, endeth the last les- 
son. (Applause) 


Dr. Corbus: I was embarrassed at the moment in 
not having the program before me, but I am won- 
derfully pleased in having Dr. Warnshuis come last. 
The talk he has given us is more effective than if 
he had given it at the beginning. 

Dr. West: 1 should like to say one word before 
you dismiss the audience. We have compiled at the 
headquarters office of the American Medical Asso- 
ciation a great mass of information of one kind or 
another dealing with some of the questions that are 
agitating our minds today, and that information is 
there for your use. If you think we can help you in 
any manner by providing it for you, all you have to 
do is ask for it. I would specifically request, how- 
ever, that in asking for information you be specific. 
Please don’t send me a letter such as I got today 
just before I left my office to catch the train. The 
mail came in and my secretary said, “Here is one 
letter that is going to keep you busy for the next 
three weeks.” I glanced at it, and it had thirty-four 
questions involving matters of ethics, questions of 
economics, questions of science, theoretical questions, 
impossible questions, and all sorts of questions, 
some of which nearly anybody ought to be able to 
answer and some of which nobody under God’s sun 
ever will be able to answer. 

We shall be happy indeed to make available to you 
any information that we have in the offices of the 
American Medical Association that you think may 
be at all useful to you in your work as County Sec- 
retaries, and we shall be happy to make such infor- 
mation available to your members. Moreover, we 
shall be delighted to have any of you come to see us 
at any time when you happen to be in Chicago and 
to visit any department of the Association, ask any 
question, see everything you want to see, and carry 
away anything that we have that you think will be 
helpful to you in your work. 

I believe, as I have already stated, that because of 
the diverse conditions existing in the various com- 
munities of this country there are many problems 
that must be dealt with by the local County Medical 
Societies on the basis of the conditions in their own 
communities, but I did not mean to say that your 
State Medical Society and the American Medical 
Association do not stand ready to give you all the 
help that they can give you. We shall be happy in- 
deed to have you call on us for such help as we may 
be able to render in the Chicago offices of the Amer- 
ican Medical Association. (Applause) 

Dr. Warnshuis: What Dr. West has told you is 
true also of your State Secretary’s department and 
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also of the Councilors of our State Society. I know 
that Dr. West receives a large number of inquiries 
such as he has cited this evening. He has a tremen- 
dous amount of work that falls upon him, and we are 
trying to save him for the bigger problems, so we 
would suggest first that in seeking information you 
apply to our state office where we may be able to 
supply the information. If not, we will secure the 
information for you from Dr. West. 

Dr. Corbus: We know you will go back and tell 
your County Societies that we are well prepared to 
take care of you at the state meeting in September. 
We look forward to seeing you all here again at that 
time. 


The meeting adjourned at 9:20 p. m. 


Note: The foregoing is the unedited stenogra- 
pher’s record. 
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BAY COUNTY 


President Huckins called a regular meeting of the 
Bay County Society, at the Wenonah Hotel, Wed- 
nesday, February 8, at 6:30 o’clock. The Bay City 
Dental Society were guests of the Society. 

The meeting was featured by an illustrated ad- 
dress given by Dr. Claire Straith of Detroit. His 
subject was “Reconstructive Facial Surgery.” He 
was accompanied by Dr. Floyd Straith. 

The Doctors Straith presented an interesting ex- 
hibit on Plastic Surgery. Various groups viewed the 
exhibit during the afternoon. 


L. FERNALD Foster, M.D., Secretary. 
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GRAND TRAVERSE-LEELANAU 
COUNTY 


.The regular monthly meeting of the Grand Tra- 
verse-Leelanau County Medical Society was held 
February 21, 1933, at the J. D. Munson Hospital. 

The Convention Committee reported the results of 
their survey of the possibilities of holding an annual 
meeting of the State Society in Traverse City, and 
stated that a copy of this survey had been sent to 
the Council. 

The program committee reported that all arrange- 
ments had been made for a clinic in March. 

The speaker of the evening, the Honorable Parm 
C. Gilbert, Judge of the Circuit Court, then ad- 
dressed the members. His subject, “The Doctor in 
the Court Room,” was masterly and served to re- 
move some of our fears of being brought into court 
to testify. He particularly emphasized the impor- 
tance of the doctor’s using the simplest possible 
language in his testimony. He pleaded for better 
cooperation between the medical profession and the 
judge in any case, stating that after a conviction 
has taken place, the question of privileged commu- 
nication is removed, and any information as to the 
physical or mental makeup of the person convicted, 
which would help the judge in properly placing that 
person, would be appreciated. 

E, F. SLapex, Secretary. 





GRATIOT-ISABELLA-CLARE 


COUNTY 


The February meeting of the Gratiot-Isabella- 
Clare County Medical Society was held in the 
Wright Hotel, Alma, Thursday, February 23, 1933. 

Fifteen members and four visitors had dinner to- 
gether and three members came in after dinner. 

President Carney called the meeting to order. 
The minutes of the previous meeting were read and 
approved. 

President Carney then introduced Dr. Earl I. 
Carr of Lansing, chairman of the Legislative Com- 
mittee of the State Society, who described the bills, 
which concern the doctors, that have been introduced 
in the legislature. Some further questions were 
asked of the speaker, after which Doctor Carney 
called for a rising vote of thanks to the speakers. 

E. M. Hicurietp, M.D., Secretary. 





MECOSTA COUNTY 


A regular meeting of the Mecosta County Medi- 
cal Society was held at the Western Hotel, Big 
Rapids, Tuesday, February 14, 1933, Drs. Treynor 
and Bruggema acting as hosts. 

Present: Drs. Campbell, Greive, Treynor, Yeo, 
Kelsey, MacIntyre, Franklin, Kilmer, Clark, Chess, 
Bruggema and Burkart. Dentists Pryor, Zetterstedt, 
Shepherd, Shank. Guests: Drs. Wm. R. Vis and 
Leland M. McKinlay of Grand Rapids. 

Dinner was served at 7:00 p. m. The meeting was 
called to order by President Campbell at 8:00 
o’clock. Minutes of the last regular meeting were 
read and approved. A communication from Board 
of Management of Community Hospital, relative to 
reduction of rates for County cases, was read. Dis- 
cussion on the mention of reducing rates for medi- 
cal and surgical county cases brought out the fact 
that the Board of Supervisors desired a reduction 
of fees on all county cases. On motion, President 
Campbell appointed Drs. Franklin, Clark, and Yeo 
to meet with a committee from the Board of Su- 
pervisors and report at the next meeting of the So- 
ciety if possible. 

The meeting was then turned over to the Program 
Committee. Dr. Yeo, acting chairman, introduced 


Dr. Wm. R. Vis of Grand Rapids, who read an in- 
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teresting paper on “The Present Status of Tubercu- 
lin Testing,” concluding with the following deduc- 
tions: 

1. A considerable percentage of autopsy cases 
fail to show evidence of tuberculosis. 

A majority of our population are not sensi- 
tized to tuberculin. 

3. <A tuberculin test is of diagnostic value in every 
doubttul case. 

4. A negative tuberculin test may be as helpful 
as a positive reaction. 

A tuberculin reaction is not a constant. Like 
other allergic manifestations it may change from 
positive to negative or vice versa. 

Dr. Leland M. McKinlay followed Dr. Vis, and 
gave a highly instructive demonstration of “New 
Methods of Treating Early Prostatic Obstruction.” 
The Young “punch” operation with McCarthy im- 
provement was illustrated and commented upon; 
various procedures and methods were discussed and 
value commented upon. 

A rising vote of thanks was tendered the speak- 
ers and hosts of the evening. 

Jno. H. Burxart, Secretary-Treasurer. 





NORTHERN MICHIGAN 


The regular meeting of the Northern Michigan 
Medical Society was held at Petoskey, Thursday, 
March 9. After a delightful dinner the meeting 
was called to order by President Frank. Minutes 
of the last meeting were read and approved. Cor- 
respondence was read. The Secretary then gave a 
report on the Annual Secretaries Meeting that was 
held at Grand Rapids, February 28, 1933. Plans 
were then formulated for a very successful April 
meeting at which Dr. Udo Wile will be the guest. 
All members were urged to keep this date open and 
remind all other members to do the same. Drs. 
Burns, Brenner and Van Leuven make up the pro- 
gram committee. Drs. Beuker ‘and McGregor of 
East Jordan and Boyne City were voted membership 
in the Society. 

E. J. BRENNER, Secretary. 





SAINT CLAIR COUNTY 


A regular meeting of the ‘Saint Clair County So- 
ciety was held February 21, 1933. Twenty-four 
members and three guests attended. Dr. D. J. Mc- 
Coll, president, was in the chair. 

Minutes of the preceding meeting were read_and 
approved. Several communications were read. Doc- 
tor McKenzie made a preliminary report on the ap- 
plication of Dr. Howard R. Johnson of Capac for 
membership in the society and asked for additional 
time before further action. Doctor Heavenrich in- 
vited the membership of the society to attend the 
Rotary meeting on February 23 in order to listen to 
the address of Doctor Dixon of the Michigan Home 
and Training School at Lapeer. 

Doctor McColl asked the vice-president, Doctor 
Brush, to introduce the speaker of the evening, 
Doctor Robert B. Kennedy of Detroit. Doctor 
Brush did so with a few appropriate words. Doctor 
Kennedy then addressed the society and assembled 
guests upon the subject, “Relief of Pain in Labor 
and Treatment of Occiput Posterior Presentation.” 
Doctor Kennedy’s talk was very practical and his 
listeners were impressed by the manner in which he 
covered the subject. With regard to analgesia in 
labor Doctor Kennedy stressed two preparations 
which in his experience were the best available; so- 
dium amytal and scopolamin both produced, if given 
in large dosage, satisfactory result. The former 
caused more or less respiratory embarrassment to 
the newborn, while the latter did not do so if used 
alone and not with morphin. Of the two, amytal 
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was the more satisfactory from the maternal stand- 
point. The two when used in combination had, in 
the speaker’s experience, produced two fatalities and 
should never be used. With regard to occiput pos- 
terior presentations the speaker demonstrated his 
remarks with a mannikin. He stressed early diag- 
nosis, patient waiting in order to allow the rotation 
of the head through an arc of 120 degrees to an 
anterior position, the election of one of the many 
procedures to correct the presentation, if necessary, 
and the selection of the one procedure with which 
the operator had become familiar and was in the 
habit of using. Personally Doctor Kennedy uses the 
manual rotation method, using his right hand to ro- 
tate head and loosen shoulder caught posteriorly on 
the pelvic vertebral prominence and applying the 
forceps with the left hand while holding the head in 
anterior position with the right hand. Forceps ap- 
plication should never be attempted until full dila- 
tation, that is until the cervix has slipped behind the 
presenting part. If necessary the cervix may be 
cut at ten and two on the clock’s face, in case for- 
ceps are to be applied before complete dilatation. 

The discussion was opened by Doctor Armsbury 
followed by Doctors Sites, Ryerson, LeGalley, Brush, 
Waltz, Waters, Heavenrich, N. J. McColl, Bowden, 
McKenzie and D. J. McColl. Doctor Kennedy then 
brought the evening to a close by replying to many 
of the queries made in the discussion. 

The President thanked our guest for his splendid 
presentation of a very important and practical sub- 
ject and a rising vote of thanks was extended him 
by the society. The meeting adjourned at 9:40 p. m. 





A regular meeting of Saint Clair County Medical 
Society was held Tuesday, March 7, 1933. Supper 
was served to ten members and two guests at 6:20 
p. m. Before the program began six additional 
members were in attendance. Owing to the fact 
that President D. J. McColl was ill and Vice-Presi- 
dent H. O. Brush was absent, the meeting was called 
to order at 7:35 p. m. by the Secretary-Treasurer. 

All business was omitted and the Chair then in- 
troduced the first speaker, Doctor Frank H. Pur- 
cell of Detroit, who spoke on “The Differential Di- 
agnosis and Treatment of Osteomyelitis.” Doctor 
Purcell covered his subject in a very comprehensive 
and interesting manner. In describing the acute 
fulminating type of the disease in the young, Doc- 
tor Purcell stressed injuries of extension as a factor 
in etiology. Flexion, in his opinion, is less likely to 
cause injury leading to the production of an osteo- 
myelitis. Chill, fever, prostration, with objective 
tenderness along the epiphyseal junction indicate a 
probable beginning of osteomyelitis. The X-ray does 
not present early evidence of the condition and a 
negative X-ray film does not preclude the presence 
of osteomyelitis. Sudden onset is characteristic. In 
bone tuberculosis the onset is slow, the pain less 
acute and the roentgenologic picture usually 
shows the pathology in a joint rather than at the 
epiphyseal line. Malignant growths are also to be 
differentiated by means of the X-ray. The treat- 
ment is a thorough cleaning out of the affected 
structure, a sculpturization, which usually is suc- 
cessful, bone regeneration being very active in the 
young. Maggots, in selected cases, may be used 
with good result. Doctor Purcell demonstrated a 
number of films showing osteomyelitis before and 
after surgical treatment. 

Doctor W. H. Brosius of Detroit spoke to the 
Society upon the subject, “An Evaluation of Endo- 
crine Therapy.” The subject was covered in a very 
interesting manner with a series of lantern slides 
showing particularly pictures of patients suffering 
with classical endocrine hyper- or hypofunction. 
Doctor Brosius stated that many manufacturing 
concerns selling endocrine extracts were bringing 
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endocrine therapy into disrepute by their extrava- 
gant claims for their pluriglandular preparations. 
He read literature coming to him by mail from a 
few of these concerns and exposed the unscientific 
claims made for certain products. Of all the gland 
extracts, only two, said Doctor Brosius, are effec- 
tive when taken my mouth—thyroid and _ theelol. 
According to the latest investigators even pituitary 
extracts, unless taken in huge oral dosage, are ren- 
dered inert by the action of the digestive juices. The 
speaker stressed the need of accuracy in history tak- 
ing and the making of a definite diagnosis before 
treating a given case with gland extracts. Many 
extracts are active when given by the subcutaneous 
or intramuscular route and produce given result. In- 
travenous injections should not be made because of 
the danger of a reaction. 

Discussion was opened by Doctor Mackenzie fol- 
lowed by Doctors DeGurse, Heavenrich, Patterson 
and Battley; Doctors Purcell and Brosius closing 
their subjects in the usual manner. A standing vote 
of thanks was given the speakers by the Society 
before adjournment. 

The Society adjourned at 9:35 p. m. 

GreorcE M. Kesi, Secretary-Treasurer. 
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BAY COUNTY 


The Bay County Auxiliary met Wednesday, Feb- 
ruary 22, at the home of Mrs. R. E. Scrafford. 
There were twenty-eight members present. 

After a buffet supper, a regular business meeting 
was conducted by the president, Mrs. H. Payne 
Lawrence. 

There seem to be many who are interested in the 
Auxiliary and our meetings are very well attended. 
We hope to add to our membership list this year. 

Our sympathy goes to our loyal treasurer, Mrs. 
H. M. Gale, whose husband has recently passed 
away. 

A social hours was held after the meeting was 
adjourned. 

Next month we will meet at the home of Mrs. 
C. A. Groomes. 

RutH ALLEN, Corresponding Secretary. 





JACKSON COUNTY 


On February 21, Jackson County Auxiliary met 
at the home of Mrs. E. J. Wilson for dinner. The 
program consisted of several solos—vocal, violin, 
and piano—and of a reading, three of the numbers 
being given by our own members. 

Our Auxiliary has given subscriptions of Hygeia 
for one year to Mercy Hospital, Foote Memorial 
Hospital, Public Library, Tuberculosis Sanitarium, 
East Side Branch Library, and a year’s subscription 
of the Saturday Evening Post to the Public Library. 
Our city commission has given no appropriation to 
the library for magazines this year, so subscriptions 
are much needed and appreciated. 

Mrs. GeorcGeE A. SEyBOLD, President. 





WAYNE COUNTY 


One hundred members and guests of the Wom- 
an’s Auxiliary to the Wayne County Medical So- 
ciety gathered to attend the Valentine luncheon 
which was held at the Florence Crittenton Hospital 
on Tuesday, February 14, 1933. The main topic un- 
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der consideration was the work of the Florence Crit- 
tenton Hospital. It was very interesting and helpful 
to know how much good these folks and this hospi- 
tal are doing for humanity. Following this very in- 
teresting talk, which was given by Miss Hood, Su- 
perintendent of the Hospital, Miss Olga Fricker, 
from the Bonstelle School of Dance and Drama also 
gave a very inspiring talk on dancing for health and 
beauty. Miss Fricker had six of her pupils illus- 
trating the different dances. The business meeting 
followed the program. 

The Wayne County Medical Society, assisted by 
the Woman’s Auxiliary, had a booth at the Fifth 
Annual Child Health Institute, which was spon- 
sored by the Detroit Council of the Parent Teachers’ 
Association in the auditorium of the J. L. Hudson 
Company. This exhibition started January 23 and 
ended January 28. The Hygeia and Public Rela- 
tions committee endeavored to establish connection 
between the laity and the medical profession. The 
program stressed the following: 

1. Prenatal care of the expectant mother. 

2. Periodic Health examinations for everybody 
with special reference to the adolescent period. 

The Welfare Committee of the Wayne County 
Medical Society with the assistance of the Woman’s 
Auxiliary raised funds for its work by sponsoring a 
party at the Bonstelle Civic Theater on Saturday 
night, February 25. The play was called “The High- 
road,” a Frederick Lonsdale comedy. This was an 
opportunity to do an act of charity for the physicians 
and their families who are in great need. 

The Legislative Committee with some members of 
the Board of Directors met for luncheon in the 
club rooms on February 7. Dr. Louis J. Hirschman, 
chairman of the Legislative Committee of the 
Wayne County Medical Society, outlined the fol- 
lowing legislative proposals: The Old Age Pension, 
— Children, and the Administration Tax 

ills. 

The committee has written many letters to mem- 
bers of the Senate and House of Representatives 
commending them on Bills presented or amended 
which are favorable to the medical profession and 
the taxpayer. This procedure was made possible by 
the kindness of Mr. Burns, executive secretary of 
the Wayne County Medical Society, in keeping Mrs. 
Chas. J. Barone, chairman of the Legislative com- 
mittee of the Woman’s Auxiliary informed of the 
activities in Lansing. Books entitled “Your Public 
Business,” by Ed. A. Nowack, are being distributed 
and those who have not received a copy may pro- 
cure one by contacting any member of the Legis- 
lative committee, who are as follows: 

Mrs. Chas. J. Barone, 18264 Santa Rosa Drive, 
University 1-3242 

Mrs. L. O. Geib, 3860 St. Clair—Len. 5403 

Mrs. Don Bailey, 18912 Monica—Un. 1-3829 

Mrs. Geo. VanRhee, 4108 Pasadena—Hog - 0728 
Pg Andrew S. Brunk, 1087 Parker Ave.—Fizroy 

66 

The committee is spending much time reading bills 
as they are presented in the Senate and House and 
by being familiar with these they hope to be of help 
if called upon. 

The act providing that indigent cases be treated 
at the University Hospital at county expense should 
be amended to provide for these cases being treated 
in each county hospital. This amendment would 
save each county money as the cost of medical care 
in the counties is:much less than at the University 
Hospital. The act and the contemplated amendment 
are being carefully studied and the facts are to be 
presented to the County Board Auditors for future 
action. The tax situation in Michigan and its rela- 
tion to the Primary School Fund is also being 
studied. 

Mrs. LestrE T. HENDERSON, Publicity Chairman. 


GENERAL NEWS AND ANNOUNCEMENTS 
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‘ Dr. Angus McLean of Detroit attended the in- 
auguration of President Roosevelt on March 4. 





Dr. George E. McKean of Detroit has returned 


_from winter cruising in the West Indies. 





Dr. Walter J. Cree of Detroit has returned from 
a six weeks’ trip in Cuba and Los Angeles, Califor- 
nia. He reports a severe storm at sea as well as a 
stand storm at Los Angeles. Dr. Cree reports a very 
satisfactory vacation. 





Dr. Frank A. Mercer of Pontiac, who was presi- 
dent-elect of the Oakland County Medical Society, 
has become president of the Society following the 
resignation of Dr. C. A. Neafie, who resigned to ac- 
cept a position in the state of Maine. 





The address of the editorial office of the JouRNAL 
OF THE MICHIGAN STATE MEpICAL Society has been 
changed to 5761 Stanton Avenue, Detroit, Michigan. 
Medical articles and correspondence to the editor are 
to be accordingly directed. Telephone: Garfield 2222. 





The editor has received a brief poem for publica- 
tion in the Journal. Since this poem has not been ac- 
companied by the name and address of the sender 
it will be held up until the contributor is known to 
the office, though his name will not necessarily ap- 
pear in the Journal if, for reasons bordering on 
modesty, he so wishes. 





Dr. G. D. Miller of Cadillac, Michigan, died at his 
home, February 16, of carcinoma of the prostate. 
He graduated from Rush Medical College, Chicago, 
Ill., in 1902. He was Fellow of the American Col- 
lege of Surgeons; Chief of Staff of the Mercy Hos- 
pital; past President of Tri-County Medical Society; 
member of the American Medical Association ; mem- 
ber of the Michigan State Medical Society. 





The Michigan Nurse for March is a special phy- 
sician’s number. Dr. J. M. Robb, president of the 
Michigan State Medical Society, occupies the place 
of honor with his portrait on the cover. Among the 
contributors to this number are Drs. Robb, Detroit; 
F. C. Warnshuis, Grand Rapids; J. D. Bruce, Ann 
Arbor; W. H. Marshall, Flint; E. I. Carr, Lansing, 
and Douglas Donald, Detroit, Michigan. 





“Hospitals operated by the Detroit Department of 
Health and certain vitally important services ren- 
dered by that organization are threatened with ex- 
tinction if funds owed by the State are not im- 
mediately made available. If Herman Kiefer Hos- 
pital and the Maybury Sanitarium, together housing 
some two thousand patients with communicable dis- 
eases, are closed, the health of every person in 
Detroit will be distinctly menaced. In addition, 
should the milk and food inspection service be ter- 
minated, chaos will surely reign. The money nec- 
essary to relieve the stringent situation is due to 
the Health Department from the County, the latter 
being unable to make payment until it receives funds 
due from the State.”—Wayne County Medical Bul- 
letin. 





On March 14 the annual joint meeting of the De- 
troit Bar Association and the Wayne County Medi- 
cal Society was held in the auditorium of the Mac- 
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cabees Building, when the room was completely 
filled with members of the Detroit Bar, as well as 
the Wayne County Medical Society. The program 
as announced was carried out to the letter, as fol- 
lows: (1) “The Introduction of Hospital Records 
for Evidence,” by Humphreys J. Springstunm, 
LL.B. (2) “The Minority Report of the Committee 
on the Cost of Medical Care and the Future Outlook 
of the Private Physician,” by H. W. Plaggemeyer, 
M.D. (3) “What Is Expected of an Expert Wit- 
ness?” by Frederick T. Harward, LL.B. In addition 
Dr. O. A. Brines presented an exhaustive study of 
a patient with hydatid cyst of the liver. The cus- 
tom inaugurated two or three years ago of the law- 
yers and doctors has proved one of the most popu- 
lar features in connection with the two socities. 





DR. WILLIAM H. RILEY OF BATTLE CREEK 
HONORED 


In honor of fifty years of service at the Sanita- 
rium as neurologist and psychiatrist, Dr. William H. 
Riley was the guest of honor of some two hundred 
of his friends and older employees of the institu- 
tion Tuesday, March 21, 1933, at a banquet at the 
Sanitarium. Graduating from Ann Arbor in 1886, he 
came to the Sanitarium and after taking up neuro- 
psychiatry has remained true to his first love. 

He did considerable research work in tabes and 
pernicious anemia, showing the changes in the spinal 
cord in these two diseases. He witnessed many 
changes in the concepts of psychiatry, which in the 
early days was a mass of obscurities; the result of 
a compromise between ancient and modern methods. 
His studies led him abroad and his name is af- 
filiated with many medical organizations, among 
them being noted the following: 

The Royal Society of Medicine of London; The 
Central Neuropsychiatric Association ; Detroit So- 
ciety of Psychiatry and Neurology ; Association for 
Research in Nervous and Mental Diseases; Ameri- 
can Psychiatric Association; The International So- 
ciety of Hydrology of London; American College 
of Physicians; American Medical Association; 
Michigan State Medical Society; and the Calhoun 
County Medical Society. 

Remarks were made at this meeting by Dr. Charles 
E. Stewart, Dr. M. A. Mortensen, Dr. Charles W. 
Heald and Dr. H. B. Knapp, and telegrams and let- 
ters of congratulation were read from Dr. John 
Harvey Kellogg, Dr. R. H. Harris, Dr. B. N. Col- 
ver, Dr. Walter Martin and others. 

To Dr. Riley the Calhoun County Medical So- 
ciety extended the felicitations of its members upon 
his attainments in the fifty years of service. 
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THE PELVIS IN OBSTETRICS. A PRACTICAL MAN- 
UAL OF PELVIMETRY AND CEPHALOMETRY. 
INCLUDING CHAPTERS ON ROENTGENOLOGI- 
CAL MEASUREMENT. By Julius Jarco, M.D., Con- 
sulting Gynecologist, Hastings Hillside Hospital. 140 
illustrations, 51 tables. Price $6.00. Paul B. Hoeber, 
Inc., New York, 1933. 

This volume is an outstanding contribution to the 
obstetrician and to the general practitioner who may 
feel a little insecure in his knowledge of what the 
pelvis and its conformation really mean. Some of 
the forerunning chapters may seem rather elemen- 
tary but after all form a basis for the more techni- 
cal ones succeeding. A very interesting chapter on 
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the Historical Review is followed by one on the 
Normal Female Pelvis, which, while its chief func- 
tion is that of mensuration, the chapter is also rich 
in the study of comparative pelves of women of 
different countries throughout the world and he 
adds: “It is the women who work out of doors who 
have easy labors, while city dwellers and those who 
live in seclusion have the more difficult times.” 

Chapters on the abnormal conditions and those 
with reference to the use of roentgen-ray are very 
worth while. The publishers deserve great credit 
for the quality of paper and type and reproduction 
of illustrations. 





DISEASES OF THE HEART DESCRIBED FOR PRAC- 
TITIONERS AND STUDENTS. By Sir Thomas 
Lewis, Physician in charge of Department of Clinical 
Research, University College Hospital, London, etc. New 
York, The Macmillan Company. Price $3.50. 

The author is too well known as an outstanding 
authority on Diseases of the Heart to require any 
introduction or commendation. The present work is 
one of Macmillan’s monographs on the different 
phases of medicine, which have become established 
as erudite, authoritative and practical. The present 
volume is a clinical outline of diseases of the heart 
which presents the facts which the student or prac- 
titioner is apt to meet in ordinary practice. Em- 
phasis has been placed upon physical signs that are 
within the immediate reach of all, and upon the 
common forms of disease. The book is an admir- 
ably clear presentation of the subject. It is, how- 
ever, a work for the general practitioner rather 
than the specialist in cordial diseases. 





CLINICAL DIAGNOSIS, PHYSICAL ren DIFFER- 
ENTIAL. By Neuton S. Stern, A.B., M.D. (Harvard), 
Associate Professor of Tennessee School of Medicine. 
Price $3.50. The Macmillan Company, New York City, 
1933. 


This work of over 350 pages was conceived in the 
classroom as it is the embodiment of the author’s 
experience as a teacher. Among the subjects dealt 
with are technic of history-taking and physical 
examination; a section is devoted to the findings 
associated with tuberculosis and heart disease; a 
large section is given over to discussion of the neces- 
sary steps in making a diagnosis, and finally we have 
a discussion of symptoms and signs, the mechanisms 
by which they are caused. The keynote of the book 
may be had from a few sentences from the Intro- 
duction. “Diagnosis is an art. It is an art because 
it requires thought, reasoning, judgment, a careful 
balancing of dates, and even, occasionally, something 
of intuition. Every problem of diagnosis is a prob- 
lem of research, rather than a pure application of 
knowledge.” In as much as preventive medicine by 
periodic physical examination is being emphasized 
by the medical profession a work of the nature of 
this is particularly timely. 





CHRONIC ARTHRITIS AND FIBROSITIS, DIAGNOSIS 
AND TREATMENT. By Bernard Langdon Wyatt, 
M.D., F.A.C.P. Baltimore: William Wood and Com- 
pany, a division of the Williams and Wilkins Com- 
pany. 1933. Price, $3.50. 

This interesting monograph of slightly less than 
two hundred pages embodies an exhaustive treat- 
ment of the subject. The chapters deal with statis- 
tics, nomenclature, pathology, etiology, differential 
diagnosis, the fundamentals of effective therapy to- 
gether with special therapeutic measures. There are 
seventeen full page illustrations, radiographic and 
photographic, which are valuable adjuncts to the 
text. “The arthritides,” quoting from the preface, 


“lie definitely within the scope of activities of the 
general practitioner and the internist; their opportu- 
nities and responsibilities in connection with these 
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patients cannot be lightly regarded.” Yet how many 
such cases drift to the cultist. The author’s methods 
are presented fully and clearly so that we have a 
serviceable book for the general practitioner who 
sees the majority of the arthritic patients at a time 
when careful treatment is most effective. 





THE ACTION OF THE LIVING CELL, EXPERI- 
MENTAL RESEARCHES IN BIOLOGY. By Fenton 
B. Turck. New York: Macmillan Co., 1933, Price $3.50. 
In this posthumous book the author has sum- 
marized the results of forty years of personal re- 
search on the causation of shock. This phenomenon 
which may be induced through mechanical or chem- 
ical injury or through exposure to ultra violet radi- 
ation or excessive heat is according to Turck a 
generalized reaction which is initiated by products 
arising at the site of injury. Necrosis develops at 
the injured region and the resulting autolysis liber- 
ates products, given the name cytost, a word coined 
by the author, which get to the blood stream. The 
toxemia due to these products is the cause of the 
peculiar reaction. This idea supported by a mass of 
data is an interesting corollary to the current physi- 
ological views on the nature of the cardiovascular 
change in shock. 
The author, however, goes farther. He has con- 
sidered the cytost as a general biological factor 
which has a regulative character in both the animal 
and plant organism. This hypothesis, which seems 
remature but is well worth considering, suggests 
at the death of cells in the ordinary wear and tear 
of life liberates cytost and that this cytost either 
stimulates or depresses body function. This view 
is derived from experiments which show that small 
amounts of cytost stimulate functions while large 
amounts depress—and in extreme conditions give 
rise to shock. 





THE FUNDAMENTALS OF GOOD MEDICAL CARE, 
AN OUTLINE OF THE FUNDAMENTALS OF 
GOOD MEDICAL CARE AND AN ESTIMATE OF 
THE SERVICE REQUIRED TO SUPPLY THE MED- 
ICAL NEEDS OF THE UNITED STATES. By 
Roger I. Lee, M.D., and Lewis Webster Jones, Ph.D. 
Price, $2.50. The University of Chicago Press. 


This is publication No. 22 of the Committee on the 
Costs of Medical Care. It is a sane discussion of 
the subject. Facts and suggestions are presented a 
knowledge of which will be found of value both by 
physician and layman. Over half the volume is 
given over to statistics gleaned and tabulated during 
the five year period of fact-finding and studies of 
cross sections of certain areas in the United States. 
The authors have realized that a solution of the 
so-called medical problems cannot be arrived at in 
any set of resolutions that might be devised. “The 
problem will not solve itself through the operation 
of undirected economic forces. Some conscious re- 
direction of medical activities is needed, and long- 
term planning with a clear vision of the objectives 
to be achieved. The ways and means of achieving 
these objectives can be discovered only by the pro- 
cess of actual experimentation in particular com- 
munities.” 





DISEASES OF THE EYE. By Hofrat Ernst Fuchs, For- 
mer Professor of Ophthalmology in the University of 
Vienna. Fifth German Edition. Revised by Maxmilian 
Salzman, Professor of Ophthalmology, University of 
Graz, Austria. Authorized translation by E. V. ' 
Brown, M.D., Professor of Ophthalmology, University of 
Chicago. Tenth English Edition. 255 illustrations in 
text and 41 colored figures. Pages 641. Philadelphia, 
J. B. Lipincott Company, 1933. Price, $6.50. 


To those familiar with this classic on Diseases of 
the Eye, nothing that any reviewer might say will 
add to the reputation of the work. The first edition 
appeared forty-four years ago. The periodic re- 


vision to which the work has been subject has served 
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to make it conform with the most approved teach- 
ing of the day on the subject. Professor Fuchs died 
on November 21, 1930. His book is not for the 
specialist alone; it is intended for the undergraduate 
as well, therefore it has an appeal to the physician 
in general practice who sees a large number of eye 
conditions, particularly in the early stages of the 
pathology. There are many eye diseases within the 
scope of the general practice of medicine if the phy- 
sician will take pains to inform himself regarding 
them, and in these days it is in his interest as well 
as that of the patient to undertake all that he has 
confidence that he can do well. He will find this 
work on Eye Diseases a valuable aid. 





BUDGETING HEALTH* 


This is the title of a book which is, in the main, 
a plea for the organization of medicine into groups 
or guilds around hospitals to be financed by group 
payment, by insurance or by public taxation. “It is 
gratifying,” says the author, who is not a physician, 
“that the Committee has endorsed the broad 
principles of which the medical guild plan is a 
specific application. ‘Group practice’—the associa- 
tion of general diagnosticians and specialists to ren- 
der medical service as groups, and ‘group payment’ 
—the division of the costs of medical service be- 
tween the members of large groups of patients in 
the form of fixed annual payments.” 

As a sample of the author’s argument we have, 
“The public pays the doctor’s bill; the public has, 
therefore, a legitimate stake i in what has come to be 
called ‘medical economics’.” We may also add, “the 
public pays the merchant, therefore, the public has a 
legitimate stake in the economics of his business, 
also law, also industry, also banking, also everything 
else.” Yet these vocations feel that they have even 
a greater stake and would probably resent attempts 
to control them from the outside. And again, 
“Imagine a grocer who charged his wealthy cus- 
tomer two dollars a box for breakfast food, gave it 
away to the poor, and asked from fifty cents to a 
dollar from his white collar customers for it accord- 
ing to his estimate of what they might be earning 
at the time.” Physicians do not charge the well-to- 
do to make up for their charity work, as every doc- 
tor knows; to do so would not be legal, hence the 
fallacy of the comparison. 

And behold the following: “Imagine the situation 
applied to the maintenance of one’s automobile. 
There would be no repair shops to which one might 
take his car to have it repaired for any and every 
ailment. On one corner there would be a_ shop 
where a general mechanic would be ready to locate 
the trouble, and, possibly, do minor repairs if the 
difficulty were not too great. But any major repairs 
would be done by a dozen or so different shops in 
various parts of town; ignition trouble would be 
handled by electricians on the west side, engine 
trouble over on the north. Also each of these dif- 
ferent mechanics would keep his own books and act 
as his own business manager. The car owner would 
be obliged to go from one to the other—and then 
possibly back to the general mechanic to have the 
final check-up.” 

The analogy would be more apropos, however, 
were we a nation of robots with each corresponding 
part uniform. From the attitude of lay magazine 
articles, some medical economists and sdcial work- 
ers would appear to be so, judged by the similarity 
of their methods of rationalizing and their con- 
clusions. The inference, however, is not borne out 





*How to Budget Health Guilds for Doctors and Patients. 
By Evans Clark, Director Twentieth Century Fund, Ind. 
Published for the Twentieth Century Fund, Harper and 
Brothers, Publishers, New York and London, 1933, pages 320. 


? 





ee a wv ti‘(‘Y 


ees es =. = =e 


ApriL, 1933 


by the facts. If we were to accept the illustration, 
the physician in general practice resembles the 
garage man inasmuch as he cares for practically 
90 per cent of his patients (automobiles) without 
any extraneous assistance and probably does not call 
in the specialist as often as the garage mechanic 
calls on the dealer in parts or for assistance. Such 
being the case, the general practitioner is able to 
supply medical care efficiently and with far less ex- 
pense, than were “doctors to operate in groups, 
using an office building, hospital and other plant 
facilities in common with a business man for man- 
ager and a corps of necessary stenographers and 
clerks.” In order to make such a group or guild 
pay it would be necessary to adopt a policy of com- 
mercialism which would be highly objectionable. 
During the economic depression it is the so-called 
big business organizations that have suffered most 
and through them their employes who have been dis- 
missed at a time they can least afford it. On page 
eight the author cites the example of the Mayo 
Clinic. No one questions the wonderful service 
rendered by the Mayo Clinic. According to the 
author’s reasoning in times like these we would ex- 
pect the Mayo Clinic to be the largest in its history 
both in numbers of patients and size of staff. The 
same of other well known clinics that have long 
emerged from the experimental state. What are 
the facts? The large clinic with its tremendous 
overhead is having an experience not unlike that of 
any other large organization—the dismissal of mem- 
bers of its staff and retrenchment in other ways. 


“But on the economic side the advantages of group 
practice are even more obvious for doctor and pa- 
tient alike. Through the joint ownership of plant, 
equipment, and clerical forces, genuine savings are 
made in operating costs.” 


This is answered by a fact of common experience 
that fewer than 10 per cent of patients require all 
this implied need for a variety of consultation. 


Then we have the matter of “group payment” 
based on insurance. The reviewer has no objection 
to insurance; in fact he favors it, but let it be the 
means of defraying the fees of the independent phy- 
sician as well as the group of physicians being con- 
sulted. Sickness, or, better, health insurance should 
be used to defray the cost of illness, which cost will 
be much less with the patient treated in his own 
home or in the hospital in urgent cases, or for the 
necessary visits to his physician’s office. In times 
like these where the cost of living makes such heavy 
demands on one’s resources, insurance is becoming 
less and less the vogue. How many life insurance 
policies are depleted by loans to the limit and how 
many have been compelled, through inability to pay 
the premiums, to allow their insurance to lapse? 


And this: “But the guild plan lends itself to con- 
sumer control. Either existing groups of consum- 
ers such as labor unions, corporations, codperatives, 
or societies might institute and operate medical 
guilds for their members and the public, or new 
groups might be formed for the purpose.’ 

With the disposition of the medical profession in 
this and almost every other state in the union to 
oppose this sort of thing, namely lay control of 
medicine, as pernicious and detrimental to the inter- 
ests of both layman and medicine, is any argument 
required to convince medical readers? Further we 
have such exaggerated statements as “The currents 
of development in American medicine have almost 
all set in the direction of medical guild proposals.” 
Then turning to page 30 we have the following 
(Italics ours) : 

“Of the 1,100,000 people producing medical care 
the most important single group is, obviously, the 
physicians themselves. It is estimated that 143,000 
persons holding the degree of Doctor of Medicine 
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were actively engaged in practice in the United 
States in 1929. Of these an overwhelming majority 
—121,000—practice ‘privately,’ according to the Com- 
mittee on the Costs of Medical Care. These 121,000 
doctors run their own businesses with their own 
separate offices, plants and equipment, keep their 
own books and manage their own professional af- 
fairs independently of any other doctors or institu- 
tions. About 21,000 others hold salaried positions in 
hospitals and other instittuions and 1,000 more are 
members of group practice organizations.” 

When we subtract the number connected with two 
or three groups of national repute there will be only 
a small portion of the thousand left, and yet the 
author contends that the currents of development 
in American medicine have almost all set in the 
direction of medical guild or group practice. 


The author goes on to quote approvingly the 
clause from the majority report of the Committee 
on the Costs of Medical Care to the effect, “The 
costs of medical care be placed on a periodic pay- 
ment or insurance basis and that, where necessary, 
to provide adequate service tax funds (Italics ours) 
be used to supplement the periodic payments or to 
provide needed capital.” All in the face of the fact 
that taxation has already become a crushing burden 
to almost every citizen. As this is written the news- 
papers of Detroit forecast the closing of some 
municipal hospitals if financial aid is not forthcom- 
ing. 

So much for only Chapter I. To answer ade- 
quately the -pleas for the author’s medical guild 
would require more space than at our disposal. The 
volume is an amplification of the idea as outlined 
in the introductory chapter. A real scientific treat- 
ment of the subject would have presented both sides 
and have left the reader to judge as to the merits 
or demerits of the author’s theories. 


The reviewer does not wish to be understood as 
opposed to Budgeting Health or Budgeting for ill- 
ness, nor does he view with disfavor group practice 
as it has obtained during the years it has been in 
vogue to a limited extent in this country where it 
has been a purely voluntary matter. His opposition 
is to the efforts, being put forth by propaganda in 
lay magazine articles and in books, to prevail upon 
the profession to adopt this or any other method 
universally. So far we know no adequate un- 
biased study of group practice in the United States. 
The Bureau of Medical Economics, however, has 
under way such a study. The plan is outlined in the 
February number of the American Medical Assocta- 
tion Bulletin. The profession will look forward 
with interest to the findings of this organization. 
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“NORMAL” CARBON MONOXIDE CONTENT 
OF BLOOD 


ALEXANDER QO, GETTLER and MArjoriE R. MATTICE, 
New York, found that the average content of car- 
bon monoxide in the blood of eighteen persons liv- 
ing in New York City under conditions of minimal 
exposure was found to be 0.27 volumes per cent. 
This represents about 1.0 to 1.5 per cent of the hem- 
oglobin combined with carbon monoxide. The aver- 
age content of carbon monoxide in the blood of 
twelve persons confined to a state institution in an 
ideal rural locality was found to be 0.24 volumes per 
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cent. Most of these showed a hemoglobin satura- 
tion of less than 1. per cent. The average content 
of carbon monoxide in the blood of twelve New 
York ‘City street cleaners was found to be 0.69 
volumes per cent. This represents about 3 per cent 
saturation of the hemoglobin with carbon monoxide. 
Two taxicab drivers were found to have on several 
occasions a carbon monoxide content ranging from 
1.47 to 4.33 volumes per cent. This represents a 
hemoglobin saturation of 8.0 to 19.0 per cent. To- 
bacco smoking appreciably increases the carbon 
monoxide in the blood and cannot be ignored in 


the interpretation of laboratory results—Journal 
A. M. A. 





STUDIES IN ASTHMA XVIII. SURGICAL 
TREATMENT OF CHRONIC SINUS- 
ITIS IN ASTHMA 


According to observations made by Francis L. 
WEILLE, Boston, 75 per cent of the patients having 
asthma associated with sinusitis show a favorable 
local result in the nose following nasal surgery but 
have only about a 50 per cent chance for relatively 
long continued favorable changes in their asthma. 
Six patients having extrinsic asthma were not im- 
proved. Surgical improvement of one side of a 
bilateral pansinusitis may be followed by marked im- 
provement in the patient’s asthma. Conversely, an 
excellent result may be obtained in both sides of a 
bilateral pansinusitis in some cases of intrinsic 
asthma without improvement in the asthma. The 
most favorable cases for surgical improvement in 
asthma are those with polypi in the nose and sinuses; 
patients having thickened membrane or cysts in the 
sinuses are unfavorable subjects for such improve- 
ment. Temporary improvement (in six cases) last- 
ing for from one to six months or more (and in one 
case for two years), even though followed by ulti- 
mate recurrence in the asthma, is worth a great deal 
from the patient’s point of view. Indications for 
sinus operation in asthmatic patients include: 
1. Sinus disease demanding surgical treatment on 
its own merits. 2. Recurrent head colds precipitat- 
ing asthmatic attacks; the aim of surgery is to lessen 
the number of such colds. 3. Attempting to inter- 
rupt the vicious downward cycle in the very severe 
case of asthma by attempting to gain even tempo- 
rary relief. 4. Cases in which removal of polypi 
or sinus irrigation yields temporary benefit. All 
data and conclusions are accurate only for the dura- 
tion of the follow-up period in the forty cases re- 
ported. 





IMMUNOTRANSFUSION IN SCARLET 
FEVER 


According to J. E. Gorpnon, Detroit, successful 
management of early scarlet fever depends on accu- 
rate determination of the clinical form of the dis- 
ease. Proper judgment of the relative seriousness 
of the infection is a second requisite. Convalescent 
serum, scarlet fever streptococcus antitoxin and 
symptomatic measures each have their indications. 


Jour. M.S.M.S. 


Immunotransfusion is superior to other methods in 
the treatment of acute septic scarlet fever, the so- 
called scarlatina anginosa or scarlatina necroticans. 
The results in malignant toxic scarlet fever are less 
favorable than with scarlet fever streptococcus anti- 
toxin. Known specific measures have been uniform- 
ly disappointing in the management of late septic 
complications. Immunotransfusion has perhaps its 
most important indication in secondary sepsis, gen- 
eral septicemia, septicopyemia and acute bacterial 
endocarditis of late scarlet fever. It is not alone 
a hospital procedure but has been successfully used 
in private practice under home conditions. It has 
been applied in the management of other infectious 
diseases, including erysipelas, poliomyelitis, measles 
and meningococcus meningitis. In the course of five 
and one-half years, the author has had 13,003 cases 
of scarlet fever under observation. He used im- 
munotransfusion in 246. The two common indica- 
tions for its use were early septic scarlet fever and 
the septicemia associated with late complications. 
Since the use of immunotransfusion, the fatality 
rate for the 13,003 patients with scarlet fever has 
been less than half that for the previous 5,000 cases. 
For 2,167 cases during 1931, the last year of this 
~~ the rate was 0.6 per cent.—Journal A. 





ROENTGEN STUDIES OF PATIENTS WITH 
GASTRO-INTESTINAL FOOD ALLERGY 


Albert H. Rowe, Oakland, Calif., selected four 
patients who had marked and prolonged gastric 
symptoms which were relieved by the elimination of 
specific foods. He noted the following deviations 
from the roentgen examinations when the patients 
were on “elimination diets” which controlled their 
symptoms when milk or eggs were added to their 
diets: 1. Gastric retention was observed in each of 
the four patients. This was marked in three hours and 
definite in six hours. In one case there was detinite 
evidence of pylorospasm. In the other cases it could 
have been present to a degree difficult to visualize. 
In all the cases in which gastro-enterostomy was 
present, some disturbance in peristalsis interfering 
with the gastric or intestinal gradient best explains 
the gastric retention. Such disturbance could be the 
result of localized or generalized mucosal edema or 
smooth muscle spasm arising from allergic reactions 
due to milk or eggs. 2. In each patient, barium was 
present in the duodenum and jejunum in three and 
six hours. This was to be expected with the gastric 
retention and was due to the same causes that were 
responsible for the residues in the stomach, 3. In 
one case definite hypermotility was observed in three 
and six hours. It is impossible to say that this was 
definitely due to allergy. However, diarrhea is not 
an infrequent manifestation of food allergy in chil- 
dren and in adults. 4. Spastic colons were observed 
in three patients. Such spasm could readily be ex- 
plained by an allergic reaction of the smooth muscle 
in the colon. It is the author’s opinion that con- 
stipation is frequently due to food allergy resulting 
from colonic spasm and that when it is accompanied 
by a mucosal reaction, mucous colitis or an irritable 
bowel may result. —Journal A. M. A. 


